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Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

a month  maximum  BASIC  total  disability  benefit. 


Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 
$2,200  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident — -Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $150,000  of  Convertilile  Term  Life  Insurance 

(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$25,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $750  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 

$20-$30-$40  per  day  paid  for  each  day  that  you  or  your  dependents 
$50-$60  are  hospitalized,  from  the  first  day  for  as  long  as  365 
days  for  any  one  accident  or  sickness.  Benefits  are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-UMIT  ACCIDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

H.R.  10  (KEOGH)  RETIREMENT  PLAN  ★ ★ CORPORATE  MASTER  PLAN 

NEW  — EPIC  AUTOIMOBILE  INSURANCE  — NEW 


APPLICATIONS  CONSIDERED  AT  ANY  TIME 
Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations 
for  acceptance  of  risks.  New  members  have  special  privileges  during  the  first 
few  months  of  membership;  ask  for  specific  details  if  you  were  recently  elected 
or  have  applied  for  membership. 


Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET,  JERSEY  CITY,  NEW  JERSEY  07302  (201)  DEIawara  3-4340 


Isn’t  this 

the  care  you  want 

for  your  patients? 

Modern  in  design  and  technology,  the  Messing  250  bed  Facility  is  fully  equipped 

and  staffed  one-to-one.  Our  Open  Staff  policy  lets  you  retain  continuity 

with  your  Patient.  We  maintain  round-the-clock  medical  coverage  to  back  you  up. 

Dedicated  Therapists,  Nurses  and  Sociologists  provide  in-depth  treatment 
aimed  at  total  rehabilitation.  The  atmosphere  is  cheery,  the  rooms  spacious  . . . 
each  with  individually  controlled  Air  Conditioning  & Heating.  We’ve  a 
great  deal  to  offer  your  Patients  ...  all  for  only  about  40%  the  cost  of  a 
semi-private  hospital  room.  Non-denominational. 

Easy  to  reach  from  anywhere.  A mile  from  where  Turnpike  (Exit  11) 

& Parkway  (Exit  129  South)  converge.  Near  Rtes.  9,  35  & 440. 

We  invite  you  to  investigate. 


Hjjdm’s  low-priced 
erythromycin 


E-Myciri 


(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001  * 1972  the  upjohn  company  JA72-2141.6 


Upjohn 


Service  benefits 
won’t  apply 
in  most  auto 
accident  cases 
starting  March  1 


As  a result  of  the  new  no-fault  auto  insurance 
law,  Blue  Shield  will  not  cover  treatment  of  con- 
ditions caused  by  motor  vehicle  accidents  oc- 
curring on  and  after  March  1,  1973,  with  a few 
exceptions.  These  will  be  spelled  out  in  a forth- 
coming Newsletter  to  physicians  and  their 
office  aides. 

In  the  vast  majority  of  such  cases,  physicians’ 
services  will  be  paid  for  by  auto  insurance 
carriers  on  a reasonable  charges  basis,  and 
Blue  Shield  Participating  Physicians  will  not  be 
required  to  accept  a Blue  Shield  basic  contract 
fixed-fee  payment  as  payment-in-full  under  cer- 
tain income  levels. 

That  situation  had  rightfully  been  disputed  by 
Participating  Physicians.  It  existed  despite 


repeated  efforts  by  the  Plan  to  carry  out  the 
wishes  of  The  Medical  Society  of  New  Jersey  to 
eliminate  service  benefits  in  such  cases. 

Although  Blue  Shield  will  still  be  liable  for  treat- 
ment of  conditions  caused  by  motor  vehicle 
accidents  for  CHAMPUS  beneficiaries  and 
about  17%  of  Plan  members  who  are  enrolled 
in  National  Accounts  and  the  Federal  Employee 
Program,  CHAMPUS  plus  nearly  half  of  the  lat- 
ter two  categories  are  covered  by  Prevailing 
Fee;  of  the  remainder  covered  under  a basic 
fixed-fee  schedule,  the  great  majority  are  over 
the  service  benefits  income  limits.  Hence  the 
fixed-fee  service  benefits  obligation  of  Partici- 
pating Physicians  will  hold  in  only  a very  small 
percentage  of  auto  accident  cases. 

Watch  for  details  in  your  next  Newsletter. 
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Sally's  back  in  sew  biz! 
After  an  arthritk  flare-up. 

I 


nportant  Note  This  drug  is  not  a simple  analgesic  Do 
■ ot  administer  casually  Carefully  evaluate  patients  be- 
I ore  starting  treatment  and  keep  them  under  close  su- 
I lervision  Obtain  a detailed  history,  and  complete 
I ‘hysical  and  laboratory  examination  (complete  hemo* 
iram,  urinalysis,  etc  ) before  prescribing  and  at  fre- 
luent  intervals  thereafter  Carefully  select  patients, 
'Voiding  those  responsive  to  routine  measures,  contra- 
idicated  patients  or  those  who  cannot  be  observed  fre* 
luently  Warn  patients  not  to  exceed  recommended 
losage  Short-term  relief  of  severe  symptoms  with  the 
■mallest  possible  dosage  is  the  goal  of  therapy  Dosage 
•hould  be  taken  with  meals  or  a full  glass  of  milk  Sub- 
.titute  alka  capsules  for  tablets  if  dyspeptic  symptoms 
)ccur  Patients  should  discontinue  the  drug  and  report 
mmediately  any  sign  of;  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry  stools  or  other 
evidence  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
(actions.  significant  weight  gam  or  edema  A one-week 
j trial  period  is  adequate  Discontinue  in  the  absence  of  a 
' favorable  response  Restrict  treatment  periods  to  one 
week  in  patients  over  sixty 

\indications.  Acute  gouty  arthritis,  rheumatoid  arthritis, 

\ rheumatoid  spondylitis 

I Contraindications:  Children  1 4 years  or  less;  senile  pa- 
tients;  history  or  symptoms  of  G I inflammation  or  ul- 
ceration  including  severe,  recurrent  or  persistent  dys- 
^ pepsia;  history  or  presence  of  drug  allergy,  blood 
I dyscrasias;  renal,  hepatic  or  cardiac  dysfunction;  hy* 

, pertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug,  polymyalgia  rheumatica  and  temporal  arteritis; 

, patients  receiving  other  potent  chemotherapeutic 
I agents,  or  long-term  anticoagulant  therapy 
j Warnings:  Age,  weight,  dosage,  duration  of  therapy,  ex- 
j istenceof  concomitant  diseases,  and  concurrent  potent 
I chemotherapy  affect  incidence  of  toxic  reactions  Care- 
fully instruct  and  observe  the  individual  patient,  espe- 
cially the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage-  Weigh  initially  unpredictable 
benefits  against  potential  risk  of  severe,  even  fatal,  re- 
actions The  disease  condition  itself  is  unaltered  by  the 
drug  Use  with  caution  in  first  trimester  of  pregnancy 
and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk  Serious,  even  fatal,  blood  dyscrasias. 


Butazolidin®  alka  Geigy 

Each  capsule  contains: 

100  mg.  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg  magnesium  trisilicate  USP 

If  it  doesn't  work  in  a week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G I tract  has  occurred. 

The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  Including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions:  This  is  a potent  drug,  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l  bleeding  with  anemia,  gastritis. 


epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression. sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis mayor  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuna.  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndromo,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica, optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia. thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage. including  convulsions,  euphoria,  psychosis,  de- 
pression. headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-146-070-G 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions, 
warnings,  contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information 

GEiGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley.  New  York  10502 


BU  8615-9 


He  won’t  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LiQuiD|viYiAI\ITAl^"^^® 


aluminum  and  magnesium  hydroxides  with  simethicone 


S 


STUART  PHARMACEUTICALS  | D.vis.on  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


dvertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involvinj 
concomitant  use  of  two  or  more  drugs 


Doctor  of  Medicine 


Louis  LasaRna,  M.D. 
Professor  and  C'hairman 
Department  of 
PharmaeoloRy  & ToxicoloRy 
L'niversity  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  druRs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  cai)sule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is.  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  comijlicated  the 
directions,  the  less  likely 
the  [)atient  is  to  take  nu'di- 
cations  accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  comi^atihle. 

I5y  the  same  token,  when 
you  prescribe  a j^roperly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Comi)atibility  of  the 
formulation  should  h(>  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scri |)tion— which  is  more 
than  can  usually  b(>  said  for 


the  ))hysician's  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  i)recompoundcfl 
combinations  are  designefl 
to  meet  the  neerls  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  flouht  that 
many  “atypical”  i>atients 
are  to  he  found,  and  for 
them  th('  iirefahricated 
combination  must  he  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  markfd.  Think,  for  ex- 
ample, of  the  i)roblems  that 
would  arise  if  the  compo- 
nents of  widely  acceified 
combinations,  like  the  oral 
contrace|)tives  and  the  diu- 
rt'tic-anti hypertensives,  al- 
ways had  to  he  prescrihe'd. 
purchased  and  ingested 
seiiarately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a iiatient  is  allergic  to 
aspirin  hut  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  i^re.scription.  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
tlu'raiyv  as  such.  Imiiroving 
doctors’  knowledge  about 
all  metlicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  ai)pears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  clrugs  were  given  indi- 
vidually or  together,  inci- 
dence anfl  severity  of  sifle 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratahle’’  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
(h'termine  which  should  he 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
))OSsihility  of  a new  com- 
l)ination  being  put  on  the 
market  without  a substan- 
tial amount  of  acce|)tahle 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  ai)plv  to 
combination  i)rei)a  rat  ions 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  jK'riod  should  he 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  jiroducts, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  dt 
of  money.  I wish  we  cou 
agree  on  a “grandfath 
clause”  approach  to  prep 
rations  that  have  been  in  u 
for  a number  of  years  ai 
that  have  an  apparent 
satisfactory  track  record. 

For  example,  I thii 
some  of  the  antibiotic  cor 
hi  nations  that  were  take 
oil  the  market  by  the  FD 
performed  quite  well.  I a 
thinking  particularly 
penicillin  - streptomyc 
combinations  that  ]ratien 
— esirecially  surgical  p 
tients  — were  given  in  oi 
injection.  This  made  f 
less  discomfort  for  the  p 
tient,  less  demand  c 
nurses’  time,  and  fewt 
opportunities  for  dosaf 
errors.  To  take  such 
preparation  off  the  mark' 
doesn’t  seem  to  he  goc 
medicine,  unless  actual  u 
age  showetl  a great  tleal 
harm  from  the  injectioi 
(rather  than  the  propt 
use)  of  the  combination. 

The  point  that  should  1 
emphasized  is  that  thei 
are  both  rational  and  irr; 
tional  combinations.  TI 
real  question  is,  who  shoul 
determine  which  is  which 
Obviously,  the  FDA  mu:: 
play  a major  role  in  mal 
ing  this  determination.  I 
fact,  I don’t  think  it  ca 
avoid  taking  the  ultima) 
responsibility,  hut  it  shoul 
enlist  the  help  of  outsid 
physicians  and  exiJerts  i' 
assessing  the  evidence  an 
in  making  the  ultimate  dt 
cision. 
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II  two  medications  are 
ised  effect ively  to  treat  a 
•ertain  condition,  and  it  is 
mown  that  they  are  com- 
)atihle,  it  clearly  is  useful 
ind  convenient  to  provide 
hem  in  one  dosage  form, 
t would  make  no  sense,  in 
act  it  would  be  pedantic, 
o insist  they  always  he 
jrescribed  separately.  To 
ivoid  the  appearance  of 
)edantry,  the  “expert”  de- 
ries  the  combination  be- 
ause  it  is  a fixed  tlosage 
brm.  When  the  “expert” 
nvokes  the  concept  of  fixed 
losage  form  he  obscures 
he  fact  that  single-ingre- 
lient  jjharmaceutical  prej)- 
irations  are  also  fixed 
losage  forms.  By  a singular 
iemantic  exercise  he  im- 
)lies  a pejorative  meaning 
o the  term  “fixed  dose” 
3nly  when  he  uses  it  with 
respect  to  combinations. 
kVhat  is  ignored  is  the  sim- 
ple fact  that  only  in  the 
rarest  of  circumstances 
loes  any  physician  attempt 
to  titrate  an  exact  thera- 
peutic response  in  his  jia- 
tient.  It  is  quite  jKissible 
that  some  aches  and  pains 
will  respond  to  500  mg.  of 
aspirin  yet  that  fact  does 
not  militate  against  the  us- 
ual dose  being  650  mg. 

The  other  semantic  jdoy 
often  called  into  jday  is  to 
describe  a combination 
product  as  rational  or  irra- 
tional. 

Take  antibiotic  mixtures, 
the  source  of  much  of  the 
criticism  generated  against 


combinations  generally. 
Obviously,  no  one  sbould 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  pre.scrihe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  he. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  i)ersons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  hut  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  .save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
eflly  with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971.  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptive's) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  ijroducts 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
jjrice  of  medicines  to  j)a- 
tients  would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  j)lay  a 
role  in  determining  which 
combinations  are  rea.son- 
ahle.  That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  .safe,  or  less  effective, 
so  long  as  they  are  com- 
l)atible  in  a formulation, 
we  have  a reasonable  prorl- 
uct.  It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhaijpy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  jjanel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
heen  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  jdaced 
numerous  useful  combina- 
tion products  in  needless 
jeojjardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” ojjinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
selflom  ma<le  in  leaps  and 
hounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
respon.se,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
jiliysician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  he  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

IlosokeXiquid  250 

Elrythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml  teaspoonful) 

Additional  information  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


EDITORIALS 

Minority  Medical 
Student  Recruitment 

To  help  the  “minority”  student  get  his  fair 
(liance  at  a medical  education,  it  must  be 
recognized  that  he  may  have  a childhood  or 
adolescent  background  with  a serious  depriva- 
tion of  books,  of  magazines,  of  intellectually 
stimulating  opportunities,  and  of  academic 
impoverishment.  To  give  such  young  people 
less  limited  opportunities  for  a career  in  med- 
icine, affirmative  efforts  must  be  taken.  In  this 
connection,  it  is  good  to  report  that  a federal 
grant  of  $88,000  has  been  made  available  to 
Rutgers’  Medical  School  to  support  both  a 
summer  orientation  program  and  individual 
tutorial  help  for  minority  students  throughout 
the  year.  The  1972  summer  orientation  pro- 
gram began  in  July  and  fourteen  minority 
students,  most  of  whom  are  New  Jersey  res- 
idents, were  enrolled.  Praise  is  due  the 
school’s  faculty  and  administration  for  its 
commitment  to  equal  educational  opportunity 
for  all  groups. 

The  seven  objectives  of  the  program  are  (1) 
summer-long  introduction  to  first-year  medi- 
cine; (2)  individual  and  group  tutorial  in- 
struction throughout  the  year  in  difficult  sub- 
ject areas;  (3)  analysis  and  counseling  of  indi- 
\ idual  students’  progress  throughout  the  year; 
(-1)  minicourses,  programed  text  materials, 
and  computer-assisted  instruction  during  the 
summer;  (5)  makeup  courses  for  students 
who  failed  a subject  during  the  previous 
academic  year;  (6)  intensive  recruitment  pro- 
grams to  attract  minority  students  to  the  Col- 
lege of  Medicine  and  Dentistry  of  New  Jersey 
(Rutgers  Medical  School);  and  (7)  ongoing 
research  and  evaluation  regarding  progress  of 
the  program  to  develop  further  understanding 
of  student  needs  in  general  as  well  as  those  of 
minoritv  background. 

The  Robert  \Vood  Johnson  Foundation  has 
awarded  an  additional  $55,000  to  help  the 


local  medical  school  increase  its  minority  rep- 
resentation. 

“Although  participation  in  the  program  does 
not  guarantee  that  an  undergraduate  student 
will  be  admitted  to  one  of  the  schools,  the  aim 
is  to  increase  the  likelihood  that  a minority 
candidate  when  admitted  will  be  prepared  to 
successfully  comjrlete  the  program  of  instruc- 
tion,” said  Charles  A.  Vevier,  Ph.T).,  Execu- 
tive \ ice-President  of  the  College.  He  further 
explained  that  “the  faculties  of  the  individual 
schools  devised  the  plan  in  order  to  heighten 
the  recruitment  of  minority  students  who 
have  a potential  for  successful  participation 
in  these  educational  programs.” 

During  the  summer  of  1972  participants  re- 
ceived both  practical  and  classroom  instruc- 
tion. .Several  instructors  were  added  to  the 
faculty  for  the  special  program  wdiich  in- 
cluded formal  premedical  and  predental  in- 
struction and  training  in  the  proper  approach 
to  medical  and  dental  school  study. 

Our  New  Jersey  medical  and  dental  schools 
have  thus  been  dynamic  pioneers  in  the  de- 
velopment of  these  programs  which  will  help 
bring  the  American  dream  closer  to  all  Amer- 
icans. 


The  Language  of  Labels 

The  advance  of  education  has  equipped 
many  patients  with  a lexicon  of  labels.  A 
short,  single  label  like  “cancer”  evokes  a flood 
of  emotional  responses.  To  give  the  patient  a 
“drug”  to  help  him  sleep,  produces  the  image 
of  a narcotic  or  habituating  “drug.”  And  the 
advertisers  have  not  helped  with  their  dis- 
semination of  such  concepts  as  “tired  blood” 
or  “iron-deficiency  anemia.” 

The  patient  changes  when  he  moves  from  the 
language  of  the  symptom  (my  head  hurts,  or 
my  feet  swell)  to  the  language  of  the  medical 
dictionary.  There  is  a semantic  difference  be- 
tween the  verbalization  of  a “heart  attack” 
(with  its  implication  of  being  the  victim  of 
an  “attack”)  and  such  a concept  as  “cardiac 
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embarrassment”  or  even  “Iluid  in  the  lungs.” 
The  meaningless  phrase  “nervous  break- 
down” has  some  relatively  benign  implica- 
tions contrasted  with  “psychotic  episode”  or 
“insanity.”  A word  like  “bursitis”  seems  less 
threatening  than  “arthritis,”  and  there  is 
something  to  be  said  semantically  for  such 
old-fashioned  concejits  as  “rheumatism.”  The 
patient’s  persistent  idea  that  there  is  some- 
thing unreal  or  even  imaginary  about  a 
“functional”  or  “nervous”  symptom  is  anoth- 
er example.  We  become  so  accustomed  to 
these  labels  in  our  daily  work  that  we  may 
forget  that  labeling  often  leads  to  iatrogenic 
disability. 

The  Self-Sabotaging 
Patient 

AVhile  we  doctors  are  busy  defending  our 
image,  we  sometimes  forget  that  patients  can 
be  uncooperative  to  the  point  of  sabotaging 
their  own  health.  One  thinks  of  the  obvious 
example  of  the  patient  who  insists  on  smok- 
ing, drinking,  or  overeating  when  his  doctor 
tells  him  how  hazardous  these  activities  are. 

•\  Salt  Lake  City  physician*  recently  com- 
mented, “In  this  era  of  potent  and  dangerous 
medications,  patient  reliability  in  taking  drugs 
becomes  a primary  consideration.  Most  phy- 
sicians are  aware  that  some  patients  fail  to 
take  prescribed  medicines,  but  few  realize  the 
extent  of  the  problem,” 

One  tuberculosis  study  started  with  clinic  and 
pharmacy  records  at  the  University  Hospitals 
of  Cleveland,  which  indicated  that  50  persons 
in  the  outpatient  department  were  supposed 
to  be  taking  the  drugs  isoniazid  and/or  ami- 
nosalicylic acid.  It  soon  became  apparent  that 
large  numbers  of  patients  weren’t  following 
directions  w’hen  urine  tests  failed  to  reveal 
any  trace  of  the  drugs.  “Detection  of  the  pa- 
tient who  is  not  taking  his  medicine  is  diffi- 
cult,” the  report  said.  “Simply  asking  him 


* Robert  K.  Maddock,  Jr.,  M.D.,  University  of  Utah 
Medical  Center,  Salt  Lake  City. 


seems  unsatisfactory  since  patients  tend  to 
claim  that  they  have  taken  medicine  when 
direct  evidence  indicates  that  they  have  not.” 

An  earlier  study  indicated  that  83  per  cent  of 
families  who  insisted  that  they  had  given  a 
full  ten-day  course  of  penicillin  to  their  chil- 
dren, had  in  fact  stopped  well  before  the  end 
of  the  ten-day  period.  There  are  even  cases  of 
a reverse  uncooperativeness:  patients  who 

keep  taking  medication  after  the  doctor  in- 
sists that  they  stop.  All  this,  of  course,  does 
not  justify  neglect  or  indifference  by  the 
physician.  .Still,  it  seems  only  fair  to  say  some- 
thing for  the  defense  in  the  current  open 
season  on  doctors. 

Emotional  Impact 
of  Pollution 

The  toxic  physical  impact  of  polluted  air, 
water,  and  food  is  obvious.  More  subtle  is  its 
emotional  effect.  What  happens  to  the  emo- 
tional development  of  children  who  see 
squalor  in  the  streets,  garbage  in  their  play 
areas,  rats  in  their  kitchens?  If  this  becomes 
the  normal  way  of  life  for  some  children,  one 
cannot  be  surprised  at  distressing  emotional 
results.  T here  are,  furthermore,  toxic  chemi- 
cals which  have  effects  on  the  intellect  and 
emotions:  mercury,  lead,  and  carbon  monox- 
ide, to  name  just  three.  The  constant  ham- 
mering of  noise  {hok  tchynik)  surely  has  a 
deleterious  outcome  on  one’s  equanimity.  En- 
vironmental degradation  can  certainly  have 
an  emotional  consequence.  We  don’t  know 
what  the  psychologic  impact  is  of  repeated 
absorption  of  insecticides,  but  it  can’t  be 
good.  Modern  transportation  methods  not 
only  foul  the  air  with  pollutants,  but  also 
reduce  human  exercise.  The  cadence  of  life 
today  makes  for  anxiety  and  apprehension. 
Human  beings  may,  indeed,  constitute  pollu- 
tants to  each  other,  so  that  overcrowding  itself 
leads  to  an  unhappy  emotional  reaction.  The 
reduction  of  the  vitamin  content  of  refined 
food  is  likely  to  have  an  impact  on  the  eater’s 
emotional  status.  No  man  is  an  island,  and 
smells,  noises,  and  ugly  sights  are  bound  to 
affect  one’s  psyche. 
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Relations  between  rhabdomyolysis  and  previous  sudden 
exertion  are  here  explored. 


Rhabdomyolysis 

Two  Case  Reports  and  a Review 


J.  A.  Rosenkrantz,  M.D.,  et  al.* 

Newark 

Rhabdomyolysis  and  myoglobinuria  may  de- 
velop spontaneously  or  be  associated  with 
stress,  metabolic  changes,  and  muscular  dis- 
ordersd"'*  Myoglobinuria  is  associated  with 
marked  exertion,®  ’-  arterial  occlusions,’-'*- 
anterior  tibial  syndrome,’^  crush  injuries,”’® 
beatings,®®  electric  shock,®’  burns,®  alcohol 
and  drug  toxicity,®’  ®®  ®®’  heroin  addic- 
tion,®" administration  of  succinylcholine  with 
halothone  to  children,®®-^’  restricted  carbo- 
hydrate diet,®’  ■‘®  McArdle’s  syndrome,'*®’  ** 
polymyositis  or  dermatomyositis,'*®’’®  nuiscidar 
dystrophy,®’  ‘*®  ®’  myotonia  congenita,-®®  Half 
disease,®®'®®  convulsive  seizures,®’  ®’  ®®’  idi- 
opathy,®’  ®®-”  and  may  occur  in  families. 
Myoglobin  in  the  urine  has  been  reported 
also  in  patients  with  myocardial  infarction 
and  when  identified  is  specific  for  the  diag- 
nosis.’* 

Two  patients  with  a prior  diagnosis  of  rhab- 
domyolysis were  followed  in  the  Newark  Out- 
patient Clinic  of  the  Veterans  Administration 
Hospital,  East  Orange. 

Case  One 

While  in  service,  an  eighteen-year  old  male  engaged 
in  vigorous  exercise  in  a physical  fitness  program.  He 
complained  of  soreness  in  his  arms  and  shoulders 
which  persisted  for  five  days.  .\t  this  time  his  urine 
turned  dark  brown  and  he  reported  for  sick-call.  It 
was  then  noted  that  his  biceps  and  triceps  were 
swollen.  He  had  albumin  and  granular  casts  in  his 
urine  which  was  positive  for  occult  blood.  He  was 
hospitalized  at  a naval  hospital.  He  then  explained 
that  four  years  prior  he  had  performed  heavy  weight- 
lifting exercises  without  untoward  effects.  There  was 
no  family  history  of  muscle  dysfunction  or  other 
muscular  disorders.  Physical  examination  was  within 


normal  limits  except  for  swollen  tender  triceps,  bi- 
ceps, and  deltoitls. 

Laboratory  studies  revealed  an  S(iO  L of  2(i0,  I.DH 
61,  and  CPK  1925  inl'/ml.  On  three  succeetling  days 
his  CPR  was  o\  er  4()()0  and  SGO  L 2970,  1450,  and 
1500  liiU/ml.  Urine  was  positire  for  occult  blood, 
bad  a specific  gravity  of  1.015  and  scattered  hyaline 
casts.  .All  other  laboratory  data  (total  bilirubin,  alka- 
line phosphatase,  hematocrit,  hemoglobin,  reticulocytes, 
creatinine,  uric  acid,  urea  nitrogen,  electrolytes,  and 
white  cell  count)  were  all  normal.  Muscle  biopsy 
(Figure  1)  performed  four  days  after  admission 
showed  histologic  evidence  of  moderate  rhabdomyolysis. 


Figure  1— Section  of  striated  muscle  showing  moderate 
rhabdomvolysis  with  loss  of  striations  and  eosinophilic 
smudging  of  myofibrils,  perimysial  nuclear  hyperplasia, 
internal  nuclei  and  mild  infiltration  with  [rolymor- 
phonuclear  cells  and  histiocytes. 

Muscle  tendernc’ss  decreased  over  the  next  tight  days. 
Fhree  weeks  later  CPK  and  SCOT  returned  to  nor- 
mal limits.  At  this  time  there  was  no  obvious  swelling 
or  tenderness  in  his  affected  muscle  groups.  Detailed 
muscle  tests  were  performed  after  24  push-ups,  8 pidl- 
ups  and  9 chin-ups.  His  bicepts  tested  normal,  while 
the  deltoids  were  rated  between  70  and  75  per  cent  of 
normal.  At  discharge  the  patient  was  without  com- 
plaint, all  signs  and  symptoms  having  subsided  spon- 
taneously. 


•From  the  Outpatient  Clinic,  Veterans  Administration 
Hospital,  East  Orange,  New  Jersey  (at  Newark)  ; where 
Dr.  Rosenkrantz  is  Chief  of  the  Outpatient  Section. 
Coauthors  are  Otto  Brandman,  M.D.,  Chief  of  Medi- 
cine; Robert  Levinson,  M.D.,  Cardiologist;  and  George 
M.  Cohn,  M.D.,  Internist. 
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Ten  montlis  following  iniiial  onset  of  his  ailment  he 
was  exaniineti  in  the  OtttpalieiU  Section  of  the  \'A 
Hospital;  he  was  symptom  free.  Elect n)myogra|5hic 
studies  of  both  biceps  and  deltoids  were  entirely  nor- 
mal. All  laboratory  studies  including  Cl’K,  f.DH. 
SCOT,  alkalitie  phosphatase,  chloride,  CO^,  potassium, 
sodium,  urea  nitrogen,  glucose,  total  protein,  albumin, 
globulin,  calcium,  inorganic  phosphorus,  cholesterol, 
creatinine,  and  uric  acid  were  normal. 

Case  Two 

A twenty-four  year  old  male  marine,  with  onK  ten 
days  of  active  litity  ser\ice,  was  admitted  to  a na\al 
hospital  with  a history  that  he  bc'gan  tloing  ■}()  to  (50 
push-ups  a day  on  commencing  his  training  and  lour 
days  later  developed  a dark  urine.  I’he  patient  com- 
plained of  muscle  tenderness  and  swelling  of  biceps 
and  triceps  bilaterallv  two  days  before  admission.  Xo 
other  muscle  grotips  were  affected.  There  was  no 
past  medical  history  of  any  primary  muscle  disorder 
in  his  family.  Physical  e.xamination  was  within  nor- 
mal limits  except  for  swollen,  tender  triceps  and 
biceps  muscles  bilaterallv.  Ehere  were  no  other  ab- 
normal muscle  findings  in  any  of  the  other  muscle 
groups. 

I'he  following  laboratory  examinations  were  reported: 
Urine  had  150  mg/ml  albumin,  was  positive  for  oc- 
cult blood,  had  many  coarse  granular  casts  btit  no 
red  blood  cells  were  found.  CPK  done  on  the  three 
succeeding  days  after  admission  revealed  determina- 
tions of  5500,  4000,  and  1263  mU/ml  re.spectively.  On 
admission  the  patient  had  an  SCOT  of  1400,  GP'l 
360,  and  LUH  of  340.  He  had  a normal  BUN,  uric 
acid,  creatinine,  and  two  hour  post-prandial  blood 
stigar.  His  blood  white  count  was  3300  with  50  per 
cent  polys  and  42  per  cent  lymphocytes.  Intermediate 
PPU  skin  test  was  negative.  Mono  spot  test  was  nega- 
tive. Sedimentation  rate  was  5 mm  jrer  hour.  Platelet 
count  was  435,000.  Two  weeks  after  admission  the 
patient  had  a normal  GGPT  and  LAP  level  for  these 
liver  enzymes. 

Muscle  biopsy  (Figure  2)  of  left  biceps  was  done 
seven  days  after  admission  and  histologic  findings 
were  compatible  with  marked  rhabdomyolysis. 

Muscle  swelling  disappeared  after  one  week  of  bed 
rest.  One  week  later  there  was  complete  abatement  of 
swelling  and  tenderness  of  the  involved  muscles  and  all 
enzymes  were  at  normal  levels.  At  that  time,  sophisti- 
cated muscle  tests  revealed  basically  good  performance 
in  most  muscle  groups. 

The  patient  was  seen  ten  months  after  first  appear- 
ance of  the  syndrome.  He  indicated  that  one  month 
before  his  follow-up  visit  he  had  had  a recurrence 
characterized  by  swelling  of  tbe  shoulder  and  arm 
musculature  accompanied  by  dark  tea-colored  urine 
which  lasted  for  one  week.  He  did  not  seek  medical 
assistance  and  recovered  spontaneously.  At  the  follow- 
up examination  all  physical  findings  were  normal. 
Gross  manual  muscle  testing  of  the  upper  extremities 
revealed  normal  motor  power.  Electromyography  was 
performed  in  the  muscles  of  the  shoulders  and  arms 
using  a needle  monopolar  coaxial  electrode;  all  find- 
ings were  normal.  Repeat  biochemical  analyses  of  all 
elements  studied  at  the  onset  were  normal. 

Myoglobin,"^’  resembles  hemoglobin, 

differing  in  that  it  binds  one  molecule  of 
ox)gen  |.'er  mol  rather  than  the  lotir  by  hemo- 


Figure  2.  Section  of  striated  muscle  showing  marked 
rhabdomvoh tic  changes  with  fiber  necrosis,  perimysial 
nuclear  iiypei  trophy,  and  mononticlear  and  poly- 
morphonuclear inflammatory  cell  infiltrate. 

globin.  It  releases  oxygen  :tt  low  oxygen  pre.s- 
sures  (below  20  per  cent).  In  heavy  muscuhir 
exercise  the  partial  pressure  of  oxygen  is  close 
to  zero  in  muscles.  Myoglobin,  therefore,  plays 
an  active  part  in  the  mechanism  ot  suslaining 
muscle  activity.  Myoglobin  is  distributed  in 
all  muscles  but  it  is  highest  in  red  muscles, 
which  have  fewer  striations  and  are  acla])ted 
lor  lone  slow  sustained  contraction.  It  does 
not  participate  in  the  contractile  process. 
There  is  no  relation  between  decreased 
amounts  of  myoglobin  in  muscle  and  muscle 
disorders.  Muscle  myoglobin  concentration 
varies  from  one  species,  or  individual,  or 
muscle  to  another.  It  constitutes  0.7  per  cent 
of  wet  weight  of  human  muscles.  ,\lx)ut  7 ])cr 
cent  of  total  body  iron  is  found  in  myoglobin. 
There  is  some  evidence  that  myoglobin  is 
nephrotoxic.!'-  Exercise  does  not  immedi- 
ately cause  maximal  muscle  fiber  disintegra- 
tion, there  being  a latent  period  before  myo- 
globinuria develops  at  the  time  inflammation 
and  necrosis  are  histologically  evident. 


IHE  lOURN.AL  OF  FHE  MEOIGAI.  SOCIETY  OF  NEW  |ERSE\ 


14 


Serum  tissue  enzymes"''  become  elevated  with 
muscle  damage.  The  enzymes  are  found  in 
many  organs  in  varying  amounts.  They  are 
organic  catalysts,  which  govern  most  body 
chemical  reactions;  they  make  their  way  into 
the  blootl  stream  in  the  presence  of  cell  in- 
jury. 

CPK  is  found  in  skeletal  and  myocardial 
muscle  in  very  high  concentrations.  Serum 
levels  become  elevated  in  alcoholic  myopathy, 
muscidar  dvstrophy,  and  other  muscular  dis- 
orders. 

LDH  is  moderately  elevated  in  delirium 
tremens  and  muscular  dystrophy. 

SCOT  is  highest  in  cardiac  muscle;  in  de- 
scending amounts,  it  is  found  in  liver,  skeletal 
muscle,  kidney,  brain,  pancreas,  spleen,  and 
lungs.  Analysis  of  serum  levels  serves  as  a 
diagnostic  indicator  to  establish  disease  of  or- 
gans, which  noiTnally  ha\  e the  highest  concen- 
trations in  their  cells.  Disease,  injury,  and/or 
inflammation  of  skeletal  muscle  increases 
serum  GOT. 

GPT  is  highest  in  liver  with  very  low  concen- 
trations in  the  myocardium.  Accordingly,  it 
reflects  hepatic  cell  damage  when  serum  levels 
are  elevated.  In  muscle  disorders  it  is  a poor 
indicator.  Yet  in  heroin  addicts'^'  with  myo- 
globinuria it  has  been  found  to  be  markedly 
elevated.  The  possibility  e.xists  that  heroin 
addicts  have  liver  damage  which  is  the  cause 
of  the  elevation  of  serum  GPT. 

.\ldolase  is  markedly  increased  in  serum  with 
skeletal  muscle  injury,  muscular  dystrophy, 
and  inflammatory  muscle  disease  such  as  der- 
matomyositis  and  trichinosis. 

It  takes  severe  damage  to  release  mitochon- 
drial enzymes  while  slight  injury  to  cell  cyto- 
plasm frees  its  enzymes. 

In  rhabdomyolysis,  the  more  damage  to  skele- 
tal muscle,  the  higher  the  serum  concentra- 
tion of  enzymes;  in  recovery  the  serum  levels 


return  to  normal.  Recurrence  of  .mac  ks  liglit 
uj)  the  entire  syndrome  and  again  we  ha\e 
myoglobinuria  with  high  blcMxl  levels  ol 
myoglobin,  tissue  enzymes,  and  all  previous 
lindings. 

The  onset  of  rhabdomyolysis  and  iinoglob- 
inuria  may  be  triggered  by  ,se\cre  exertion 
but  may  be  unrelated  to  labor  or  exercise. 
During  an  attack  the  muscles  become  swollen, 
stilf,  tender,  and  the  patient  experiences  weak- 
ness and  pain.  The  urine  turns  brcnvn,  con- 
tains no  red  blood  cells,  has  granular  casts, 
abnormal  amounts  of  protein,  creatine,  and 
myoglobin  and  is  benzidine-positive  for  oc- 
cult blood  without  hemolysis. 

Myoglobin  is  readily  identified  in  the  urine 
by  spectroscopic,®^  electrophoretic®'-  or  im- 
munological®®’*^ technics.  Myoglobin  easily 
passes  the  glomerular  membrane  owing  to  its 
relatively  small  size®®  (molecular  weight  17,- 
000)  which  is  one  fourth  that  of  hemoglobin, 
cleared  twenty-five  times  faster  than  the  latter, 
and  appears  in  the  urine  when  blood  levels 
exceed  20  mg/100  ml.®>  ®“’  ®®  There  are 

those®®'®®  who  hold  that  the  size  of  the  myo- 
globin molecule  is  not  the  only  factor  and  that 
myoglobin  filters  with  facility  because  it  is  not 
bound  to  plasma  protein.®"’ 

Marked  renal  insufliciency  and  shutdown  or 
respiratory  failure  may  cause  death.  Post- 
mortem findings  in  a patient  with  epilepsy®' 
and  with  heroin  addiction®^  revealed  exten- 
sive degeneration  and  necrosis  of  the  con- 
voluted tubules,  hyaline  and  granular  casts 
in  the  collecting  tubules,  medullary  hemor- 
rhage, and  normal  glomeruli. 

The  blood  chemistry  shows  elevated  levels  of 
myoglobin,  urea  nitrogen,  creatine,  potas- 
sium, tissue  enzymes,  especially  creatine  phos- 
phokinase  (CPK)  and  also  lactic  dehydro- 
genase (LDH),  glutamic  oxaloacetic  trans- 
aminase (GOT),  and  aldolase.  In  heroin-de- 
pendent patients  elevated  glutamic  pyruvic 
transaminase  (GPT)  was  recorded.®" 

It  is  not  proved  but  held  that  abnormal 
muscle  metabolism  is  the  underlying  cause. 
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Certain  observers^’  *’  reported  impaired 
carbohydrate  metabolism  and  others^’  in- 
creased ketosteroid  excretion. 

Histological  findings^’  ^ in  biopsied  muscles 
reveal  muscle  degeneration  in  acute  at- 
tacks.®’ ®’  ®">  All  degrees  of  changes  were 
found  but  all  were  myopathic.  Between  at- 
tacks^’ and  after  the  acute  phase®’  ®"’ 
muscle  tissue  is  normal.  In  alcoholic  patients 
there  is  loss  of  striations,  separation  of  myo- 
fibrils and  fiber  swelling  in  the  acute  phase; 
chronic  alcoholics  show  shortening  and  varia- 
tion in  size  of  muscle  fibers.  Electron  micros- 
copy-®’ demonstrates  condensation,  destruc- 
tion, and  fragmentation  of  myofilaments 
and  destruction  of  1 and  bands.  Atrophy 
without  fibrosis®®  is  noted  in  the  chronic 
form.  There  is  active  regeneration.  In  heroin 
addicts®"  the  microscopic  appearance  varies 
in  patients  from  random  necrosis  of  individual 
fibers  to  massive  necrosis  of  all  fillers  and 
tubular  aggregates. 

No  specific  therapeutic  agents  are  available 
for  therapy.  Symptomatic  relief  and  fluid  bal- 
ance should  be  provided.  In  renal  shutdown 
hemodialysis,  and  in  respiratory  embarrass- 
ment, respiratory  assistance,  must  be  insti- 
tuted. Prevention  of  recurrences,  a common 
feature  of  this  syndrome,  is  best  attained  by 
avoiding  severe  exertion  or  by  slow  physical 
conditioning.’“-^®  In  heroin  addiction,®’’  if  the 
habit  is  not  controlled,  there  will  be  frequent 


recurrence. 

The  incidence  of  death  is  low  but  respiratory 
failure,'’®  hyperkalemia,®  and  renal  fail- 
ure®®’ ®®’  “■*’  have  been  reported  as  contribut- 
ing to  fatal  outcomes. 

Characteristically,  when  the  acute  phase  sub- 
sides, muscle  swelling,  tenderness,  and  weak- 
ness disappear,  the  elevated  serum  enzymes 
and  other  blood  chemical  alterations  and  the 
urine  analysis  return  to  normal.  Some  pa- 
tients have  residual  local  muscle  weakness. 
The  duration  may  be  one  to  six  weeks.  The 
clinical  reversion  correlates  with  muscle  bi- 
opsy histology. 

Summary 

The  patients  herein  presented  developed 
rhabdomyolysis  following  sudden  severe  exer- 
tion without  prior  physical  conditioning.  They 
demonstrated  the  classical  findings  associated 
with  this  disorder  with  serum  enzymes  rising 
sharply  to  extraordinary  levels,  histological  evi- 
dence of  muscle  cell  damage,  and  dark  urine 
which  was  positive  for  occult  blood  though 
red  blood  cells  and  hemolysis  were  not  pres- 
ent. While  the  urine  was  not  analyzed  for 
myoglobin,  the  latter  was  presumed  to  be 
present.  As  muscles  became  less  tender  and 
swollen  and  function  returned  to  normal,  all 
abnormal  findings  were  reversed. 

A bibliography  of  94  citations  may  be  obtained  di- 
rectly from  Dr.  Rosenkrantz. 


20  Washington  Place 


Free  Film  on  Good  Schools 


“Teachers  Make  a Difference,”  a free  Ifi  mm 
film  produced  by  the  N.J.  Education  Associa- 
tion, portrays  new  programs  available  in  New 
Jersey  schools,  to  meet  the  educational  needs 
of  children.  The  message:  It  is  the  teacher  and 
how  he  relates  to  those  he  serves  that  is  the 
focal  point  of  a good  school.  “Teachers  Make 
a Difference,”  features  teachers  who  encourage 
in  their  pupils  an  active  interest  in  classroom 


studies  and  moticate  them  to  work  harder.  It 
shows  warm  personal  relationshijjs  that  are 
the  mark  of  a good  teacher. 

The  awarcl-^vinning  film  is  only  20  minutes  in 
length.  It  is  available  to  community  groups  on 
a free-loan  basis.  \Vrite  or  call:  NJE.A  Eilm 
Center,  180  W'^est  State  Street,  Trenton  08608. 
I'elephone  (609)  599-4561,  Extension  82. 
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Ever  think  of  uterine  tumor  as  a precipitant  of  in- 
tractable heart  failure?  It  is  possible. 


Uterine  Tumor  Mimicking 
Meigs’s  Syndrome 
(Intractable  Heart  Failure) 


Nathan  Frank,  M.D./Jersey  City 
and  M.  Jeffrey  Frank,  M.D./ 
Washington,  D.C. 

A clinical  disorder  that  may  play  a role  in 
intractable  heart  failure  more  frequently  than 
may  be  apparent  in  the  literature  is  the  uter- 
ine tumor.  This  tumor  mimics  Meigs’s  syn- 
drome, but  its  mechanism  of  action  is  un- 
known. It  may  be  related  to  the  secretion  of  a 
hormone-like  substance  by  the  tumor. 

Meigs  and  Cass^  in  1937  first  described  right 
hydrothorax  and  ascites  in  association  with 
fibroma  of  the  ovary.  In  1954,  Meigs^  revised 
his  original  concept  and  documented  the  asso- 
ciation of  right  pleural  effusion  and  ascites 
with  pelvic  tumors  other  than  fibromas  of  the 
ovary.  Solomon,  Farber,  and  Caruso^  say 
that  Salmon'*  (1934)  antedated  Meigs  when 
he  reported  the  same  observations  and  in- 
cluded uterine  tumors  as  producing  the  effects 
as  originally  ascribed  solely  to  ovarian  tumors. 
The  authors  suggested  changing  the  syndrome 
appellation  to  the  “Meigs’s-Salmon  Syndrome.” 

A 66-year-old  woman  was  admitted  to  Christ  Hospital, 
Jersey  City,  on  December  15,  1970  with  shortness  of 
breath,  palpitation,  and  fever.  She  was  in  good  health 
until  a few  weeks  prior  to  admission,  when  she  noted 
increasing  dyspnea,  both  at  rest  and  with  exertion, 
easy  fatigability,  weakness,  palpitation,  orthopnea, 
cough,  and  anorexia.  She  had  had  Sydenham's  chorea 
at  age  5.  She  was  unaware  of  the  existence  of  a heart 
condition  and  had  not  consulted  a physician  for  26 
years. 

She  was  a fair-complexioned  woman  who  appeared 
chronically  ill.  Pulse  was  irregular,  small  volume,  rate 
140  with  moderate  deficit.  Blood  pressure:  112/60. 


Neck  veins  flat  at  45°.  No  digital  clubbing  or  cyanosis. 
She  had  an  apical  impulse  in  the  fifth  intercostal 
space  just  outside  the  midclavicular  line.  There  were 
no  thrills.  A left  parasternal  thrust  was  present.  Low- 
er retrosternal  dullness  was  increased.  The  first  heart 
sound  was  accentuated.  An  opening  snap  was  heard. 
A Grade  II/VI  presystolic  rumble  was  present  at  the 
apex.  The  second  heart  sound  was  widely  split.  Lungs: 
percussion  noted,  tactile  and  vocal  fremitus  were 
markedly  diminished  and  breath  sounds  were  absent 
over  the  right  lower  lung  field.  Abdomen:  she  had  a 
huge,  stony  hard  mass  arising  from  the  pelvis  and  ex- 
tending to  the  level  of  the  umbilicus.  It  was  smooth 
and  non-tender.  Extremities  presented  no  edema  or 
calf  tenderness.  Dorsalis  pedal  pulses  were  present. 
Homan's  Sign  and  Lowenburg  cuff  test  were  negative. 

Blood  cultures  were  all  negative.  Chest  x-ray:  diffuse 
cardiomegaly  with  straightening  of  the  left  border, 
right  pleural  effusion.  Barium  swallow  demonstrated 
left  atrial  enlargement.  Lung  scan  negative  for  pul- 
monary emboli.  Repeated  blood  counts  were  within 
normal  range.  FBS  — 114mg%,  BUN  — 20mg%;  serum 
cholesterol  — 180mg%,  L.E.  preparation  X 3 —nega- 
tive, serum  bilirubin  — l.OSmg,  PBI  — 8.0mcgm%,  T3 
—35%,  alkaline  phosphatase  —27.3  KA  units,  serum 
protein  — 6.5G,  albumin  — 3.0G,  globulin  — 3.5G.  ECG’s 
showed  rapid  atrial  fibrillation  and  digitalis  effects. 

Her  febrility  continued  in  spite  of  massive  doses  of 
intravenous  penicillin.  The  rapid  atrial  fibrillation 
and  right  hydrothorax  did  not  improve  with  digitaliza- 
tion and  diuretics.  It  was  finally  resolved  that  the  pa- 
tient’s intractable  heart  failure  might  be  due  to  and/or 
aggravated  by  the  pelvic  tumor  (Meigs’s  Syndrome)  . 
Thus  27  days  after  admission,  surgery  was  perform^ 
and  a large  (18  cm  X 16  cm  X 13  cm)  fibroma  uteri 
was  removed  uneventfully.  Shortly  following  the 
operation,  her  fever  disappeared,  fibrillation  was 
slowed,  and  the  right  pleural  effusion  \anished.  She 
became  asymptomatic  and  has  not  required  any  defini- 
tive cardiac  therapv. 

Intractable  heart  failure  can  be  classified  into 
two  types — primary,  where,  too  often,  little 

* Dr.  Nathan  Frank  is  Assistant  Director  of  Medicine, 
Christ  Hospital,  Jersey  City,  and  .Associate  Clinical 
Professor  of  Medicine,  CMDNJ.  Dr.  M.  J.  Frank  is 
Resident  in  Medicine  at  Georgetown  University  Hos- 
pital, Washington,  D.C. 


VOL.  70-NUMBER  1-JANUARY,  1973 


can  be  done  because  of  “pump  failure;”  and 
secondary,  where  the  causes  can  often  be  rem- 
edied. Listed  among  its  etiologies  are:  hyper- 
thyroidism, constrictive  pericarditis,  pulmon- 
ary embolism,  tachyarrhythmias,  heart  block, 
pulmonary,  subacute  bacterial  endocarditis, 
active  rheumatic  fever,  anemia,  alcoholic 
myocardopathy,  beri-beri,  and  A-V  fistula. 

,\  tenth  entity — uterine  tumor- — may  now  be 
added  to  those  inducing  apparent  intractable 
heart  failure.  We  know  many  examples  of  ne- 
oplasms secreting  hormones  or  hormone-like 
substances  alien  to  the  tissue  in  which  the 
tumor  has  originated — for  example,  the  inap- 
propriate ADH  syndrome  produced  by  lung 
cancer  or  the  formation  of  a parathormone 
substance  by  malignant  tumors  of  the  lung 
and  breast  causing  hypercalcemia,  in  the  ab- 


sence of  skeletal  meiastases.  Fibromyomata 
uteri  have  been  documented  as  associated 
tvith  secondary  polycythemia. 

We  should  be  alerted  to  another  possible 
mechanism  for  inducing  heart  stress  and  re- 
sistant congestive  heart  failure.  We  suggest  a 
diligent  search  for  a pelvic  mass  in  every  fe- 
male with  intractable  congestive  heart  failure. 
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Marihuana  Has  Promise  for  Treating  Glaucoma 


Scientists  have  confirmed  an  accidental  discov- 
ery made  in  1971  that  marihuana  smoking 
causes  a significant  decrease  in  intraocular 
pressure,  a finding  which  may  mean  that  ac- 
tive components  of  marihuana  may  eventually 
become  useful  in  treating  glaucoma.  Studies 
of  the  effect  of  marihuana  and  tetra- 
hydrocannabinol (THC)  on  intraocular  pres- 
sure in  30  normal  subjects  and  one  patient 
tvith  severe  glaucoma  tvere  reported  recently 
at  the  Congress  on  Pharmacology  in  San  Fran- 
cisco by  the  UCLA  School  of  Medicine  and 
the  Division  of  Narcotic  Addiction  and  Drug 
.'\buse.  National  Institute  of  Mental  Health. 
The  scientists  measured  intraocular  pressure 
in  the  30  healthy  volunteer  subjects  before 
they  smoked  marihuana  or  a delta-9-THC 
s])iked  placebo,  and  30  and  180  minutes  after 
they  had  smoked.  Several  different  strengths 
of  both  marihuana  and  delta-9-THC  were 
found  to  produce  dose-related  decreases  in  in- 
traocidar  pressure  30  minutes  after  smoking. 
Decreases  were  still  present  at  the  three-hour 


test,  although  the  drop  in  pressure  by  that 
time  was  less  pronounced.  The  maximum  de- 
crease observed  was  about  36  per  cent  after 
the  highest  dose  of  natural  marihuana. 

According  to  the  authors,  the  practical  signifi- 
cance of  their  findings  is  that  THC  or  a syn- 
thetic derivative  may  be  potentially  useful  in 
treating  persons  with  glaucoma.  The  use  of 
marihuana  in  one  patient  with  severe  glau- 
coma has  had  positive  results  and  the  in- 
vestigators are  now  conducting  additional 
studies  in  more  patients.  The  study  indicates 
that  delta-9-tetrahydrocannabinol  is  the  major 
active  ingredient  of  marihuana  not  only  with 
respect  to  psychological  factors,  but  also  with 
respect  to  physiological  responses  such  as  re- 
ducing fluid  pressure  tvithin  the  eye.  The  de- 
crease in  intraocular  pressure  from  marihuana 
smoking  was  originally  observed  accidentally 
during  a study  of  marihuana’s  role  in  impair- 
ing motor  coordination  and  other  functions 
related  to  driving  an  automobile. 
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lA/herever  it  hurts, 
impirin  Compound  with 
Codeine  usually  provides 

he  relief  needed. 

r 


[in  general,  only  pain  so  severe 
!:hat  it  requires  morphine  is 
I beyond  the  scope  of 
Empirin  Compound  with  Codeine. 

^ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
.Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr . V2)] 
' No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning— 
,may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome/ 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEREVER  IT 

HURTS 


EMPIRIN 


COMPOUND 

e CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Ftespiratory  depression  may  recur  in  spite  of  an 
Initial  response  to  Nalline®  (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  alter 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DFtUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  in  chiidren  iess  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormai  iiver  function  tests, 
because  of  possibie  hepatic  coma.  Diphenoxyiate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohoi.  in  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possibie  risks  before  using  during  preg- 
nancy, iactation  or  in  women  of  childbearing  age. 
Diphenoxyiate  HCi  and  atropine  are  secreted  in  the 


breast  miik  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoreticaiiy  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictiy  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage. 

Adverse  reactions:  Atropine  effects  inciude  dryness 
of  skin  and  mucous  membranes,  fiushing  -and  uri- 
nary retention.  Other  side  effects  with  Lomotii  in- 
ciude nausea,  sedation,  vomiting,  sweliing  of  the 
gums,  abdominal  discomfort,  respiratory  depression, 
numbness  of  the  extremities,  headache,  dizziness, 
depression,  maiaise,  drowsiness,  coma,  lethargy, 


Many 
things 
can  canse 
diarrhea. 


The  causes  of  diarrhea  are  as 
varied  as  man’s  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea. 


lorexia,  restlessness,  euphoria,  pruritus,  angioneu- 
tic  edema,  giant  urticaria  and  paralytic  ileus. 
\osage  and  administration:  Lomotil  is  contralndi- 
iled  in  children  less  than  2 years  old.  Use  only 
tmotll  liquid  for  children  2 to  12  years  old.  For 
jes  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years, 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
Ties  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
blets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (ID 
I.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
w as  one  fourth  of  the  initial  dosage.  Make  down- 
ard  dosage  adjustment  as  soon  as  initial  symptoms 
e controlled. 

verdosage:  Keep  the  medication  out  of  the  reach 
children  since  accidental  overdosage  may  cause 
ivere,  everi  fatal,  respiratory  depression.  Signs  of 
/erdosage  include  flushing,  lethargy  or  coma,  hypo- 
nic  reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
Jrdia  and  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  '/2  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


LOMOTIL* 

TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 

Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 

Atropine  sulfate 0.025  mg. 

SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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MINOCIN’  made  the  difference  in  just  eight  days: 


Clinical  Data; 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None4 


Semisynthetic 

MINOaN 

MINOCYCLINE  HO 

Capsules,  1 00  mg;  2 stat,  1 q 1 2 h. 


Minocycline  is  a tetracycline  with  activity  against  a wide 
range  of  gram-negative  and  gram-positive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yel- 
low-gray-brown).  This  is  more  common  during  long-term  use 
but  has  been  observed  following  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines, 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated,  in 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and.  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines. Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  Im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia,  hyper- 
phosphatemia, and  acidosis.  Pregnancy:  In  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  in  fetal  tissues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  In  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established. 
Newborns,  intents  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue.  Pre- 
matures, given  oral  doses  of  25  mg. /kg.  every  6 hours,  dem- 
onstrated a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk 
of  lactating  women  who  are  taking  a drug  of  this  class.  Safe 


use  has  not  been  established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Patients  on  anticoagulant 
therapy  may  require  downward  adjustment  of  such  dosage. 
Test  for  organ  system  dysfunction  (e.g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group  A beta  hemo- 
lytic streptococcal  infections  for  at  least  10  days.  Avoid  giv- 
ing tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopapular  and 
erythematous  rashes.  Exfoliative  dermatitis  (uncommon). 
Photosensitivity  is  discussed  above  ("Warnings").  Renal 
toxicity:  rise  in  BUN,  dose-related  (see  "Warnings").  Hyper- 
sensitivity reactions:  urticaria,  angioneurotic  edema,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in  high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands:  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age, disappearing  rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia, 
eosinophllia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  MINOCIN  is  not  notably  influenced  by  foods  and  dairy 
products. 


"‘Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection. 

tCase  Report.  Clinical  Investigation  Department,  Lederle  Laboratories. 
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Emotional,  sociologic,  and  medical  factors  all  seem  to 
conspire  to  produce  the  addict. 


Factors  in  the  Development 
of  Drug  Addiction* 


Herbert  Boehm,  M.D./Perth  Amboy 

Drug  addiction  was  formerly  classified  as  a 
sociopathic  personality  disturbance,  but  other- 
wise was  not  defined.  The  World  Health  Or- 
ganization (WHO)  has  recently  replaced  the 
phrase,  drug  addiction  and  drug  habituation, 
with  the  new  term,  drug  dependence.  Drug 
dependence  is  a state  arising  from  a repeated 
administration  of  a drug  on  a periodic  or  con- 
tinuous basis.  We  have  to  consider  this  sepa- 
rately for  each  drug  individually. 

The  W^orld  Health  Organization  definition 
stresses  a desire  or  need  to  continue  taking  the 
drug,  a compulsive  drug  use  or  habituation. 
Some  drugs,  such  as  heroin,  lead  to  bodily 
dependence,  a persistent  desire  for  the  drug,  a 
torturing  abstinence  symptom,  which  in  turn 
leads  to  a tendency  to  increase  the  dosage  of 
the  drug  concerned.  The  chronic  abuse  of  the 
drug  is  often  followed  by  changes  of  personal- 
ity, sometimes  with  several  social  sequelae. 

Drug  abuse  is  a flight  from  a presence  which 
cannot  compete  with  the  artificial  paradise  of 
the  dream  world.  The  patient  may  develop 
disturbances  in  relationships  with  people, 
pain  and  tension  symptoms,  fear,  sleepless- 
ness, and  emotional  disturbances.  Tlie  pat- 
tern may  lae  accompanied  by  iuadecpiate 
[iersouality,  neurotic  disturbances,  a broken 
home,  adolescent  reactions,  existential  crises, 
and  identity  confusions.  Drug  abuse  im- 
plies increasing  amounts  of  the  drugs.  The 
dependence  varies  from  relatively  harmless  to 
tragically  dangerous  drugs,  from  simple  to 
severe  dependence,  with  tranquilizers,  seda- 
tives, and  alcohol.  Choice  of  the  drug  may 


depend  on  the  environment — marihuana  par- 
ties, trips  in  a group,  the  availability  of  the 
drug,  and  the  personality  of  the  individual. 
For  each  drug  and  dosage,  a pharmacodynam- 
ic effect  exists  and  may  lead  to  euphoria,  hal- 
lucinations, more  vitality,  depersonalization, 
and  increase  of  alertness.  We  distinguish  be- 
tween primary  and  secondarv  drug  depen- 
dence. 

Primary  addiction  is  a desire  for  the  drug  to 
escape  from  an  unacceptable  situation.  Secon- 
dary drug  dependence  is  a chronic  desire  for 
the  drug  because  of  long  use. 

The  U.S.  Bureau  of  Narcotics,  in  1970,  esti- 
mated that  the  total  number  of  active  addicts 
is  under  150,000.  The  ratio  of  males  to  fe- 
males is  generally  about  3 or  4 to  1.  Somewhat 
more  than  half  of  the  addicts  are  members  of 
minority  groiq^s.  Slightly  more  than  half  are 
between  21  and  30  years  of  age,  and  about  a 
third  are  31  to  40.  Juveniles  (inuler  20  \ears 
of  age)  constitute  less  than  4 jrer  cent  of  the 
total.  About  12  per  cent  are  over  40. 

Most  present-day  addicts  come  from  the  most 
depressed  districts  in  metropolitan  slum  areas. 
In  such  cidtures,  relationships  between  par- 
ents and  children  are  likely  to  be  much  more 
disturbed  than  in  the  traditional  middle  class 
.A.merican  family.  The  mother  of  the  addict  is 
often  the  breadwinner,  and  the  father  is  often 
absent  or  chronically  unemployed.  In  this  pat- 
tern delinquency  is  common.  The  relation- 

* Read,  by  invitation,  at  tlie  Rosal  College  of  Psy- 
chiatry, August  20,  1971,  in  London,  and  again  at  the 
World  Health  Organization  in  Geneva,  .\iignst  2fi, 
1971.  d'he  author  is  Director  of  Ps\(hiatr\  at  the  Perth 
.Amboy  (NJ)  General  Hospital. 
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ship  Ijetwecn  addiction  and  deliiupiency  is 
not  a simple  one.  There  are  areas  with  high 
delinquency  but  low  narcotic  addiction  rates. 
In  areas  rvhere  both  rates  are  high,  crimes 
against  property  tend  to  be  more  numerous, 
and  crimes  against  persons  tend  to  be  fewer  in 
proportionate  number.  Addiction  does  not  in- 
crease criminal  activity  in  general,  except  for 
narcotic  laws  offenses.  Sociologic  factors  con- 
tribute greatly  to  genesis  of  addiction,  and  we 
assume  currently  that  personality  factors  in- 
teracting with  sociologic  and  pharmacologic 
factors  constitute  the  major  liabilities  of  ad- 
dicts. 

Problems  related  to  drug  dependence  come  to 
the  physician  in  several  ways.  Acute  or 
chronic  toxicity  usuallv  comes  to  medical  at- 
tention if  the  individual  (or  someone  close  to 
him)  decides  he  is  sick  or  out  of  control.  A 
patient  mav  seek  medical  contact  for  difficul- 
ties associated  directly  or  inditec  tl\  with  drug 
u.se.  The  patient  may  be  suffering  from  obvi- 
ous toxic  or  withdrawal  effects.  The  problem 
of  drug  dejjendence  may  come  up  unexpect- 
edly in  the  course  of  medical  management  of 
other  conditions,  especially  accidents,  venereal 
disease,  tuhercidosis,  pregnancy,  and  hepatitis. 

Socially  Acceptable  Drugs 

.Alcohol  bears  the  distinction  of  being  the 
only  potent  and  abusable  drug  that  is  univer- 
sally accepted  bv  society.  We  are  not  sure  of 
the  exact  concentration  of  alcohol  in  the 
blood  that  causes  intoxication.  It  is  generally 
agreed  that  a ccjncentration  of  200  milligrams 
per  cent  is  associated  with  mild  to  moderate 
intoxication.  The  fatal  concentration  lies  be- 
tween 500  and  800  milligrams  per  cent.  Ironi- 
cally, this  is  the  one  drug  which  is  taken  to 
make  you  feel  “high,”  yet  it  is  socially  accept- 
able. ^Ve  coidd  classify  coffee  and  tea  as  drugs. 
Many  Britons  and  Americans  cannot  begin 
their  day  without  a morning  ciqr  Caffeine  is  a 
potential  central  nervous  system  stimulant.  It 
can  stimulate  all  portions  of  the  cortex.  Nico- 
tine has  no  thera]5cutic  value  now.  but  it  was 
used  at  cme  time  medically  as  a central  ner- 
vous system  stiimdant.  The  dangerous  effects 
of  nicotine  in  tobacco  are  universally  knorvn. 


Clinically  and  pharmacologically,  the  long- 
term user  of  heroin  cannot  be  distinguished 
from  the  chronic  morphine  taker.  Since  her- 
oin is,  after  all,  only  diacetyl  morphine,  this 
is  not  surprising.  On  a weight  basis,  heroin  is 
two  to  three  times  as  potent  as  pure  mor- 
phine, and  this  may  account  for  its  popularity. 
Heroin  may  be  sniffed  like  snuff,  given  hypo 
dermically  or  “main-lined”  (taken  intravenous- 
ly) . The  addict  usually  equips  himself  with 
crude,  primitive,  or  dirty  needles  and  syringes, 
which  is  a factor  in  the  high  incidence  of 
he]3atitis  among  addicts. 

The  first  time  the  drug  is  taken  the  person 
may  develop  anxiety  plus  such  physical  reac- 
tions as  nausea,  vomiting,  and  sweating.  On 
subsecpient  occasions,  he  experiences  an  eu- 
phoric glow,  lasting  about  one  minute.  This 
has  been  likened  by  many  addicts  to  a sexual 
climax.  This  in  turn  may  be  followed  by  a 
lethargic  somnolent  state  in  the  addict.  He 
then  wants  neither  food,  sex,  nor  companion- 
ship. One  addict  has  described  heroin  as  “hav- 
ing all  the  advantages  of  death  without  its 
permanence.”  .As  with  other  narcotic  drugs, 
tolerance  develops  to  the  respiratory  de- 
pressant, analgesic,  and  euphoric  effects. 

Recently  there  has  been  a higher  mortality 
rate  among  addicts  due  to  heroin  overdosage, 
because  the  purity  and  strength  of  the  drug  is 
not  known  to  the  taker.  Packets  sold  by  push- 
ers generallv  contain  only  about  5 per  cent 
heroin  diluted  with  lactose  or  quinine.  Sud- 
den cessation  of  the  drug  without  treatment 
causes  withdrawal  symptoms.  These  include 
lacrimation,  rtmning  nose,  yawning,  per- 
spiration, naiKsea,  vomiting,  and  coryza. 
Gooseflesh  indicates  pilomotor  activity.  The 
skin  resembles  that  of  a plucked  turkey,  thus 
the  common  expression,  “cold  turkey.” 

CNS  Depressants 

The  effects  prodticed  l>y  barbiturate  and  non- 
l)arbiturate  hypnotics  are  similar  to  the  ellects 
of  alcohol,  depending  on  the  dosage,  situa- 
tion, and  personality  of  the  user.  The  drugs 
often  produce  physical  and  mental  lethargy, 
shirred  speech,  and  loss  of  coordination.  As 
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with  alcohol  and  the  opiates,  a physical 
tolerance  develops.  An  overdose  can  result  in 
aj^nea,  convulsions,  or  respiratory  arrest. 

CNS  Stimulants 

Stimulants,  including  amphetamines,  are  of- 
ten used  to  increase  mental  awareness  and 
create  a feeling  of  well  being.  The  sympatho- 
mimetic amines  are  abused  because  of  their 
euphoric  effect.  Unfortunately,  no  tolerance 
develops,  and  a toxic  psychosis  may  occur  af- 
ter several  weeks  or  months  of  use. 

Cocaine  causes  mood  elevation,  anorexia,  and 
analgesia,  and  is  considered  to  be  the  most 
potent  antifatigue  agent  known.  The  abuser 
frequently  overestimates  his  ability  to  per- 
form. Euphoria  caused  by  amphetamines  or 
by  cocaine  is  reported  by  addicts  to  be  very 
similar.  If  the  dosage  is  large  enough,  toxic 
manifestations,  including  visual  and  auditory 
hallucinations,  may  occur.  Death  may  come 
from  respiratory  depression. 

Hallucinogenics 

Lysergic  acid  diethylamide  (LSD)  is  the  most 
|)owerful  and  most  frequently  abused  of  the 
hallucinogenic  drugs.  “.\cid”  used  to  be  eaten 
on  sugar  cubes;  now  tablets  or  capsides  are 
usually  offered.  LSD  tends  to  distort  emotions 
and  perception.  What  was  pretty  becomes 
beautiful,  what  was  annoying  becomes  terrify- 
ing. “trip”  may  last  from  8 to  10  hours.  Acts 
of  suicide  or  other  violence  may  occur.  Even 
months  after  the  drug  was  taken  flashbacks 
may  occur.  This  may  happen  if  the  user  is 
jjarticularly  fatigued  or  under  the  influence  of 
another  drug.  Mescaline  and  peyote  are  chem- 
ically related  to  amphetamines. 

DMT  (dimethyl  triphamine)  is  usually 
smoked  with  marihuana.  It  gives  a similar  but 
sliorier  effect  than  LSD.  Its  popularity  has 
declined  since  it  reportedlv  causes  brain  dam- 
age. 

Sl'P  gives  residts  similar  to  LSD,  but  the 
ellect  may  last  iqj  to  90  hours.  Emergency 
room  personnel  may  think  that  the  STP  user 
has  taken  LSD.  If  chlorproma/ine  is  adminis- 
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tered,  the  patient  may  die  of  respiratory  ar- 
rest. 

.Apparently  none  of  these  hallucinogenics  pro- 
duces physical  dependence.  Their  danger  lies 
in  their  emotional  effects. 

Cannabis  (marihuana,  hashish)  is  not  phar- 
macologically a narcotic,  but  legally  it  is  so 
classified.  Marihuana  is  not  the  plant,  but  the 
resinous  preparation  of  brown  and  black 
flakes  from  the  plant.  I'he  active  ingredient 
in  the  resin  is  a chemical  known  as  THC 
(tetrahydrocannabinol).  The  strength  de- 
jiends  on  the  part  of  the  plant  from  which  the 
dose  is  obtained.  The  concentrated  resin,  six 
times  as  powerful  as  the  leaf  derivative,  is 
called  hashish.  It  is  most  often  smoked,  but 
can  be  mixed  into  foods  and  taken  orally. 
Effects  from  marihuana  include  relaxation, 
tranquility,  light-headedness,  some  loss  of 
bodily  coordination,  intensified  sensory  ]ier- 
ception,  and  a distortion  of  time.  It  may  lead 
to  great  joy  or,  on  the  other  hand,  to  acute 
anxiety.  Hallucinations  may  occur.  The  drug 
mav  cause  tachycardia,  ajipetite  for  sweets, 
and  conjunctivitis.  While  marihuana  is  not 
physically  habit  forming,  an  individual  may 
deielop  psychologic  dejiendence  upon  the 
drug,  using  it  as  an  anti-depressant. 

Miscellaneous  Chemicals 

X’olatile  chemicals,  such  as  glue  and  furnittire 
polish,  may  achieve  an  hallucinogenic  effect. 
Delusions  of  grandem  and  delirium  may  be 
experienced.  Side  effects  include  blood 
dvserasias,  possible  brain  damage,  conjunctivi- 
tis, diz/ine.ss,  and  sivollen  nose.  One  youth  in 
New  York  City  leaped  from  a sixth  floor  while 
inhaling  glue. 

Seeds  and  spices,  such  as  nutmeg  and  Mace, 
are  rarely  considered  drugs.  Nutmeg,  for  ex- 
ample, has  been  used  liv  prison  inmates  and 
mav  produce  feelings  of  depersonali/ation  and 
unrealitv. 

Management 

Many  drug  users  regard  themselves  as  neither 
criminal  nor  ill.  The  social  driidser  sees  no 
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reason  why  he  should  tell  his  physician  or 
other  advisor  about  his  occasional  use  of  alco- 
hol;  users  of  marihuana  view  themselves  in 
the  same  way. 

Acute  drug  reactions  should  be  treated  as 
medical  problems.  Such  care  is  safer  and  more 
effective,  and  a larger  proportion  of  patients 
can  be  induced  to  accept  after-care  from  a 
jHirely  medical  facility  than  from  a police  sur- 
geon or  probation  officer. 

I he  compulsive  drug  user  should  seek  psy- 
chotherapy (including  religious  and  self-help 
groups).  Group  therapy  may  be  of  use  after 
treatment  for  the  acute  withdrawal  symptoms 
in  a hospital.  Conventional  psychotherapy  is 
less  effective  than  directive  psychotherapy. 

Another  alternative  is  denial  of  access  of  the 
drug  in  some  countries.  Such  a program  con- 
tinues to  impose  jail  sentence  for  criminal  ac- 
tivity, but  not  for  mere  use  or  possession.  It 
insists  that  the  addict  accept  treatment  and 
supervision. 


British  law  permits  dispensing  narcotics  to  an 
addict.  In  1970,  with  a population  of  50  mil- 
lion, there  were  only  1,125  known  heroin  ad- 
dicts in  England,  in  comparison  with  a esti- 
mate of  80,000  in  the  USA.  Associated  crimi- 
nal activity  in  England  is  negligible  when 
compared  to  that  in  the  USA. 

The  goal  of  society’s  effort  is  control  and  pre- 
vention rather  than  retribution.  Only  educa- 
tion and  counseling  offer  any  real  hope.  The 
analogy  of  the  boy  who  cried  wolf  is  hard  to 
avoid  here  since  it  is  the  professional  drug 
expert’s  obvious  duty  to  maintain  his  credibil- 
ity among  those  groups  who  are  most  likely  to 
need  his  advice  as  more  new  compounds  come 
into  the  hands  of  the  experimenters.  This 
must  be  done  even  at  the  risk  of  disapproval 
from  others  in  the  medical  community  who 
might  hope  that  the  prescriptions  against  all 
drugs  will  be  uncritically  heeded.  Unfortu- 
nately, the  young  people  who  must  be  dealt 
with  in  this  context  are  already  partly 
alienated  from  the  establishment  we  rep- 
resent and  they  have  reserved  to  themselves 
the  decision  about  what  to  believe. 
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Montezuma's  Revenge 


Xorih  Americans  visiting  Mexico  and  Cen- 
tral America  are  frequently  harassed  by  diar- 
rhea,  often  called  “Montezuma’s  Revenge.’’ 
The  “official’’  label  is  “Travelers’  Diarrhea.’’ 
riie  usual  prophylaxis  is  to  take  Entero- 
Vioform®,  but  our  Food  and  Drug  Adminis- 
tration recommends  that  iodochlorhydroxy- 
(jiiin  not  be  given. 

FD.\’s  conclusion  is  based  on  recent  findings 
implicating  iodochlorhydroxyquin  as  the 
cause  of  a frequently  severe  neurologic  com- 
plex sub-acute  myleo-optic  neuropathy 
(SMON).  Evidence  is  not  yet  available  to 
confirm  this  a.ssociation,  but  it  appears  that 
loo-long-continued  dosing  with  iodochlorhy- 
tlroxyquin  may  be  a major  factor  in  .SMON. 


Most  tropical  disease  specialists  believe  io- 
dochlorhydroxyquin is  ineffective  for  "travel- 
ers’ diarrhea.’’  Labeling  of  the  product  cites 
only  intestinal  amebiasis  as  an  indication. 
There  is  no  acceptable  evidence  that  other 
halogenated  hydroxyquinolines,  chiniofon 
and  diiodohydroxyquinoline  (Diodoquin) , 
are  effective  in  the  treatment  or  prevention 
of  “travelers’  diarrhea.’’ 

Travelers  to  areas  where  hygiene  and  sanita- 
tion are  poor  may  be  able  to  prevent  diar 
rhea  by  eating  only  recently  peeled  or  thor- 
oughly cooked  foods,  and  by  drinking  only 
boiled  and  bottled  water.  Tap  water  used  for 
brushing  teeth  or  for  ice  in  drinks  mav  be  a 
source  of  infection. 
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n the  diabetic  patient 
m cerebral  or  peripheral 
asodilator  therapy 

no  treatment 
2onfliet 
reported 

^ 


WSODllAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 


• no  interference  with  diabetic  control . . . does  not  alter 
carbohydrate  metabolism/ 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

There  are  no  known  contraindications  in  recommended 
oral  doses  other  than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately  postpartum. 


INDICATIONS:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  the  FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


COMPOSITION:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 

© 1972  MEAD  JOHNSON  & COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A.  10372 


DOS.AGE  AND  ADMINISTRATION:  10  to  20  mg.  three  or  four  times  daily. 

CONTRAINDICATIONS  AND  CAUTIONS:  There  are  no  known 
contraindications  to  oral  use  when  administered  in  recommended  doses. 

Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding. 

ADVERSE  REACTIONS:  On  rare  occasions,  oral  administration  of  the  drug 
has  been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects  such 
as  transient  palpitation  or  dizziness  are  usually  controlled  by  reducing  the  dose. 

SUPPLIED: 

Tablets,  10  mg. — bottles  of  100.  1000,  5000  and  Unit  Dose 
20  mg.^ — bottles  of  100,  500  and  Unit  Dose 

REFERENCE:  1.  Samuels,  S.  S.,  and  Shaftel,  H.  E. : u A B O R ato  R i E £ 

J.  Indiana  Med.  Ass.  54:1021-1023  (July)  1961. 


In  serious  gram-negative  infections* 

Simplified 
dosage  guidelines 


Usual  adult  dosage  - - I.M.  and  IV.  - - In  patients  with 

normal  renal  function 


132  lbs.  or  less 


Over  132  lbs. 


Serious  Infections:  The  recommended 
dosage  of  GARAMYCIN  Injectable  in 
patients  with  normal  renal  function  is 


38  40  42  44  4S  4{ 


1.5cc.  (60  mg.) 
every  8 hours 


2 cc.  (80  mg.) 
every  8 hours 


3 mg. /kg. /day  administered  in  three  equal 
doses  every  8 hours. 


Life-Threatening  Infections:  Dosages  of 
up  to  5 mg. /kg. /day  may  be  administered 
in  three  or  four  equal  doses.  This  dosage 
should  be  reduced  to  3 mg. /kg. /day  as 
soon  as  clinically  indicated. 

Children’s  Dosage— I.M.  and  I.V. 

3 to  5 mg. /kg. /day  in  three  equal  doses 
every  8 hours. 


0 


crn 

□0 


'’Due  to  susceptible  organisms 


f 

I 

00 

250 

WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical  obser- 
vation because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for  longer 
periods  or  with  higher  doses  than  recom- 
mended. 


GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in 
mind  when  it  is  used  in  patients  with  pre- 
existing renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at  on- 
set of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 


creatinine  or  oliguria).  Evidence  of  ototox- 
icity requires  dosage  adjustments  or  dis- 
continuance of  the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitor- 
ed when  feasible  and  prolonged  concentra- 
tions above  12  meg. /ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/ 
or  nephrotoxic  drugs,  particularly  strepto- 


Garamyan 

QantafniCin  I mjectable 

sulfate 


LM./I.U 


40  mg.  per  cc. 

Each  cc.  contains  gentamicin  sulfate 
equivalent  to  40  mg.  gentamicin 


Duration  of 
therapy-I.M.  and  I.V. 

The  usual  duration  of  treatment  is  7 to  1 0 days.  In 
difficult  and  complicated  infections,  a longer  course 
of  therapy  may  be  necessary. 

Instructions  for  I.V.  use 

Dilution— A single  dose  is  diluted  in  1 00  or  200  cc.  of 
sterile  normal  saline  or  in  a sterile  solution  of  dextrose 
5%  in  water;  in  infants  and  children,  the  volume  of 
diluent  should  be  less.  The  concentration  of  gentamicin 
in  solution  should  not  exceed  1 mg./cc.  (0.1  %). 

Infusion  time— The  solution  is  infused  over  a period  of 
1 to  2 hours. 

Premixing— GARAMYCIN  Injectable  should  not  be 
physically  premixed  with  other  drugs  but  should  be 
administered  separately  in  accordance  with  the 
recommended  route  of  administration  and  dosage 
schedule. 


mycin,  neomycin,  kanamycin,  cephaloridine, 
viomycin,  polymyxin  B,  and  polymyxin  E 
(colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  po- 
tentdiuretics  should  beavoided,sincecertain 
diuretics  by  themselves  may  cause  ototoxic- 
ity. In  addition,  when  administered  intrave- 
nously, diuretics  may  cause  a rise  in  gentami- 
cin serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use 
in  pregnancy  has  not  been  established. 


In  adults  with 
impaired  renal  function 

The  single  dose  of  GARAMYCIN  Injectable  given  by 
patient  weight  remains  the  same;  however,  the  interval 
between  doses  must  be  extended. 

This  interval  may  be  approximated  by  multiplying  the 
serum  creatinine  by  eight  as  follows: 

Serum  creatinine  X 8 = frequency  of  administration 
(mg. /100  ml.)  (in  hours) 

This  dosage  schedule  is  not  intended  as  a rigid 
recommendation,  but  is  provided  as  a guide  to  dosage 
when  the  measurement  of  gentamicin  serum  levels  is 
not  feasible. 


See  Clinical  Considerations  section  which  follows . . . 


points  out  the  chemical  similarity  between  an- 
drogens and  estrogens  and  says  that,  “The 
resting  state  lor  the  central  mechanism  of  gen- 
der is  female.  Only  if  the  hypothalmns  is  or- 
ganized by  androgens  does  mascnline  behavior 
residt.”  d'his  suggests  that  we  are  first  females. 
Our  beginnings  are  unisexual  rather  than 
bisexual.  To  some,  the  addition  of  androgens 
at  a significant  time  of  fetal  development 
brings  about  maleness. 

Gadpaille’s  approach”  is  from  the  direction 
of  the  etiology  and  psychodynamics  of  ho- 
mosexuality. He  stresses  the  importance  of 
rearing,  operative  in  conjunction  with  genet- 
ic-hormonal-constitutional factors.  Peer  rela- 
tionships and  childhood  sex-play  are  essential 
to  the  development  of  identity  and  behavior. 
In  distinguishing  sexuality  from  maleness- 
femaleness,  he  notes”  on  physiologic  grounds 
that  “androgen  is  the  hormone  that  regulates 
the  intensity  of  sexual  drive  in  both  sexes.’’ 
The  Psychohornional  Research  Unit  at  Johns 
Hopkins  Uni\ersity  oilers  criteria  of  normal 
sexual  identity  in  our  culture.  One  in  particu- 
lar stands  out  because  of  its  implications  for 
tinconscious  organizing  fantasies.  In  perceptu- 
al erotic  arousal  patterns,  males  ex))erience 
genito-]3elvic  arousal  from  visual  and  narra- 
tive erotic  stimuli — females  usually  retpiire 
tactile  stimuli.  In  women,  Gadpaille”  notes  a 
greater  lability  of  sexual  identity.  In  group 
sexual  practices  women  enter  more  freely  and 
frequently  into  homosexual  activities  with  lit- 
tle ajiparent  damage  to  their  heterosexual 
identities  and  functions.  Finally,  he  states  that 
in  coitus  the  male  is  the  tveaker  sex.  For  the 
male,  so  many  varialiles  and  activities  are 
necessary  for  proper  function  that  more  jnoc- 
esses  can  go  awry  while  the  female  can  be 
]iassive  or  permissive  and  still  procreate.  Per- 
hajjs  this  oilers  adtled  meaning  to  the  greater 
preoccupation  of  the  man  with  asserting  his 
maleness. 

Money'  also  describes  the  need  for  continu- 
ing dillerentiation  of  sexual  identity  beyond 
infancy.  These  divergent  sources  bring  s]>ecial 
em|ihasis  to  the  common  features.  .Sexual 
identity  is  not  predetermined;  sexual  drive 
and  sexual  identity  are  not  the  same.  Hormo- 


nal and  rearing  factors  are  essential  for  the 
drive  to  operate  through  an  identity  commen- 
surate with  anatomic  etjuipment,  in  order  to 
achieve  emotional  and  biologic  fulfillment  in 
copulation  and  procreation. 

Rosenbaum®  published  a clinical  experience 
with  a young  man  in  analytic  psychotherapy. 
He  came  for  treatment  because  of  anxiety- 
hysteria  which  showed  the  classical  signs  of 
castration  anxiety  and  unresolved  oedipal 
conflict.  Incidental  to  the  primary  symptom 
was  the  unusual  aspect  of  a lag  in  linear 
growth.  He  had  been  taller  than  the  other 
boys  until  about  the  seventh  grade  (a  time  of 
conflict  over  parental  authority  and  mastur- 
bation). As  a freshman  in  high  school  he  was 
only  (il  inches  in  height,  but  by  his  senioi 
year  of  college  he  was  5 feet,  1 1 inches  tall. 
Pediatric  studies  do  show  a relationship  be- 
tween length  at  birth  and  ultimate  height,  it 
would  have  been  of  great  interest  to  have  this 
information.  FTnfortunately  it  is  not  available. 

Fhe  boy  came  from  older  jiarents  (mid- 
forties) who  were  stern  and  over-watchful.  He 
had  startetl  adolescent  masturbation  at  about 
thirteen.  .About  that  time  he  was  warned  by 
father  about  insanity  resulting  from  onanism. 
Shortly  thereafter,  he  witnessed  a boy  in  an 
epileptic  seizure  and  struggled  to  suppress  his 
urges.  He  was  frightened  by  morbid  fantasies 
of  death  and  disintegration.  His  parents 
seemed  preoccupied  with  his  height,  smoking, 
and  masturbation.  This  inxolved  admoni- 
tions, cautions,  and  regular  chart  keejiing.  Fa- 
ther charted  his  height  from  age  14  on. 
Though  he  consciously  stated  he  wished  to 
grow,  he  secretly  wished  to  remain  small  and 
tried  to  keep  his  voice  from  changing. 

I his  growth  spurt  which  ordinarily  comes  at 
the  onset  of  adolescence  did  not  take  place 
here.  It  was  delayed  four  years.  Hormonal 
studies  of  young  people  have  shown  a con- 
stant blood  title  of  growth  hormone.  At  ado- 
lescence, the  sharply  increaseil  production 
of  sexual  hormones  seems  necessary  to  ac- 
tivate the  growth  hormone.  Fhis  boy  did 
linally  reach  the  projier  place  on  his  growth 
curve.  Fortunately,  the  epiphy.seal  line  had 
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not  ossified.  It  appears  as  though  the  andro- 
gen hormonal  element  was  small  or  absent  at 
the  proper  time.  This  type  of  lag  in  growth 
lias  been  described  as  due  to  nutritional  fac- 
tors, but  there  is  no  such  evidence  here. 
Rosenbaum®  states  that  in  his  opinion  the 
inhibition  of  growth  was  a physiologic  defense 
against  anxiety.  There  is  no  certain  explana- 
tion of  the  late  timing  of  his  grow'th  but 
there  is  a clue  in  that  he  left  home  for  col- 
lege at  that  age. 

.\  girl  of  17  came  for  treatment  because  of 
severe  loss  of  weight,  agitated  depression,  nail- 
biting  with  other  finger  mutilations,  and 
suicide  threats.  The  condition  was  of  recent 
origin  (few  months)  with  the  following  his- 
tory. In  the  immediate  past  summer  Nan  took 
a job  for  the  first  time  and  fell  in  love  for  the 
first  time.  The  boy  was  of  an  ethnic-economic- 
cidtural  group  far  removed  from  her  own.  He 
ivas  reliellious,  fighting  the  establishment,  pre- 
occupied with  injustice.  She  completely  iden- 
tified with  him.  They  were  as  one.  Later  that 
summer,  an  event  involving  higher  authority 
t(x>k  place,  in  which  she  recognized  that  the 
boy  was  using  her  for  his  goals  and  didn’t  love 
her.  Nan  became  depressed  and  began  to  lose 
some  weight.  I’o  help  her  cope  with  the  rup- 
tured romance  the  ]3arents  urged  her  to  leave 
for  a private  school.  W^ithin  a few  weeks  she 
lost  a great  deal  of  weight,  threatened  suicide 
and  made  many  agitated  calls  home.  She  was 
admitted  to  a private  psychiatric  facility.  This 
had  little  effect  and  she  then  came  for  office 
psychotherajiy.  During  these  few  months,  her 
menses  ceased — a common  occurrence  in  an- 
orexia nervosa. 

The  family  consists  of  working  professional 
parents  and  two  daughters.  Nan  being  the 
\ounger.  The  atmosjjhere  appears  to  have 
been  highly  competitive.  The  older  was  ag- 
gressixe  sexually  and  intellectually  in  contrast 
to  the  passive  Nan.  In  the  family  history,  the 
older  was  an  active  getter  while  my  patient 
passively  gave  up.  She  xvas  convinced  that  she 
was  supposed  to  be  the  boy  in  the  family  and 
could  never  gain  the  approval  of  her  parents. 
A problem  of  particular  intensity  was  envy. 
This  was  most  evident  in  regard  to  her  sister’s 


scholastic  success  so  highly  praised  by  her  par- 
ents. 

Treatment  was  analytically  oriented  psycho- 
therapy of  about  four-years’  duration  with  ses- 
sions two  to  three  times  weekly,  except  for  a 
gap  of  one  and  a half  years.  Preceding  this 
break  Nan  had  improved  considerably;  she 
and  her  parents  chose  a distant  college. 
There,  the  emotional  breakdown  and  return 
of  anorexia  nervosa  followed  an  involvement 
and  disillusion  wi'h  a young  man  (piite  simi- 
lar to  the  one  mentioned  in  the  onset  period. 

From  early  childhood  (about  age  4)  she  has 
i^een  obsessed  bv  a childhood  story  in  a pic- 
ture book  of  a large  animal  constantly  trying 
to  eat  a bad  man.  As  treatment  progressed,  we 
could  see  the  animal  as  representing  her 
mother,  herself  as  a bisexual  figure  and  the 
man  as  her  father.  This  terrifying  fantasy 
continued  actively  into  the  time  she  started 
treatment.  As  evidence  of  cannibalistic  fan- 
tasies, at  age  D she  humanized  an  item  of 
food — gave  it  a name,  coddled  it,  and  tried 
Iiard  to  prevent  spoilage.  During  treatment, 
xvith  the  lifting  of  acute  dietary  restrictions, 
she  settled  down  to  a vegetarian  diet  regimen 
devoid  of  meat  and  animal  fats. 

In  a paranoid  fashion,  she  ])rojected  her  ag- 
gression. .Any  mention  or  picture  of  the  ani- 
mal of  her  obsession  sent  waves  of  terror 
through  her  as  though  she  were  being  cha.sed. 
She  saw  her  sister’s  scholastic  successes  as  de- 
liberate— just  to  make  her  envious.  In  a reverse 
introjective  mode,  as  a ioke,  she  uses  human 
names  for  her  foods  and  has  alternating  favor- 
ites. Her  food  items  are  special  and  may  not 
be  touched  bv  other  members  of  the  family. 
However,  she  repeatedly,  more  or  less  openly 
filches  the  special  foods  of  others. 

In  her  romance  she  fuses  with  the  boy.  The 
boy  is  highly  narcissistic  and  uses  her  for  her 
appearance  (the  gaunt,  model  look)  to  im- 
press other  boys.  (Nan  is  vaginally  frigid  and 
on  rare  occasions  has  permitted  sexual  activity 
in  a bizarre  depersonalized  state).  S(X)ii  the 
young  man  loses  interest  and  leaves  her.  With 
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the  atvareness  of  the  abandonment,  she  be- 
comes aggressit  ely  depressed;  her  menses  cease 
followed  by  loss  of  weight  and  then  insatiable 
demands  are  made  on  her  mother.  In  a new 
romance,  with  the  first  rush  of  elation  in 
love  her  menses  return,  followed  by  a return 
of  weight. 

In  the  fourth  year  of  treatment,  her  menses 
and  weight  partly  returned.  She  had  her  own 
goals  and  partially  separated  from  her  family 
had  developed  a sense  of  self.  Within  this 
same  year  she  grew  an  inch.  Menses  and 
growth,  two  biologic  processes  definitely  un- 
der hormonal  control  seem  to  respond  to  psy- 
chologic conflict  and  its  resolution. 

Let  us  go  beyond  adolescence  into  the  young 
family  years  and  the  examples  become  endless 
of  psychologic  effect  on  processes  hormonally 
governed.  Everyone  knows  of  the  woman  who 
couldn’t  conceive  in  spite  of  all  tests  being 
normal.  She  becomes  pregnant  shortly  after 
adopting  an  infant.  Stories  of  menses  starting 
and  stopping  in  regard  to  anxiety  can  be 
found  on  any  college  campus. 

.\  young  mother  came  for  analysis  because  of 
frigidity  and  depression.  As  her  story  unfold- 
ed, it  appeared  she  had  a great  deal  of  trouble 
with  conception.  The  first  was  difficult,  the 
second  impossible.  After  six  years  of  tests  and 
consultations,  she  took  fertility  drugs  and  in  a 
while  was  canwing  a second  child.  Her  obste- 
trician had  told  her  she  could  not  conceive 
without  this  fertility  preparation.  The  couple 
decided  that  two  little  girls  were  enough  for 
them  and  thus  -would  not  try  for  a larger 
family.  However,  under  the  assurance  of  the 
obstetrician,  they  did  not  concern  themselves 
with  contraception  either.  After  about  three 
months  of  analysis  (five  weekly  in  a classical 
manner)  she  became  pregnant  and  delivered 
a boy  close  to  the  anniversary  of  the  analysis. 
.\t  the  time  of  her  conception,  a transference 
reaction  had  taken  place.  She  believed  the 
analyst  was  omnipotent  and  would  protect 
her  better  than  her  father  and  husband.  In 
addition  she  had  become  aware  of  the  effects 
of  anxiety  and  anger  surrounding  her  sexual 
frigidity. 


.V  young  father  coidd  not  impregnate  his  wife. 
After  complete  testing  of  both,  the  laboratory 
found  that  he  suffered  from  aspermia.  Years 
passed.  They  had  talked  of  adopting  and 
then,  for  other  reasons  he  came  for  analysis. 
After  two  years  of  analysis  his  wife  was  preg- 
nant and  in  another  year  and  a half,  she  was 
again.  Surely  paternity  is  harder  to  prove 
than  maternity  and  a sperm  count  was  not 
done  subsequent  to  the  pregnancies,  but  I 
leave  it  to  your  imagination  and  charity. 

There  is  the  other  side  of  the  continuum  of 
mind  and  body  that  must  be  considered;  the 
findings  of  nenroanatomy,  physiology,  and 
biochemistry.  The  controlling  relationship  of 
the  master  gland,  the  pituitary,  to  the  rest  of 
the  endocrine  system  has  been  explored  and 
fairly  w'ell  understood  for  many  years.  Thus, 
this  need  not  be  gone  into  here.  But  the  rela- 
tionship of  the  pitiutary  to  the  hyjxtthalmus 
and  higher  centers  is  still  being  explored.  The 
master  gland  may  have  a master  which  in 
turn  is  in  the  service  of  higher  centers  in  the 
brain. 

The  section  on  hypothalmic  tracts,  in  the 
|jsychiatric  text  edited  by  Freedman  and  Kap- 
lan,® describes  the  hypothalamohypophyseal 
tract  which  terminates  on  the  wall  of  blood 
vessels  in  the  posterior  pituitary'.  The  micro- 
scopic evidence  of  typical  synaptic  vesicles  and 
Herring  bodies  at  their  terminations  points  to 
secretory  capacity.  Such  material  could  be  car- 
ried in  portal  circtdation  to  the  anterior  lobe 
as  well;  however,  the  substances  and  mecha- 
nisms of  release  are  not  yet  knowm. 

Animal  experiments  show'  that  releasing  fac- 
tors affecting  the  pituitary  come  from  the  tu- 
bero-infundibular  tract  which  is  itself  sensi- 
tive to  the  titre  of  hormones  from  the  target 
glands.  This  creates  a feed-back  controlling 
systetn.  From  human  neuropathology  (as  -well 
as  animal  experiments)  hypothalmic  lesions 
result  in  pituitary  dysfunction  w'hich  bring 
about  growth  disturbance,  cachexia,  and  gon- 
adal regression. 

.\nother  important  note  in  the  above-men- 
tioned text  is  the  connection  of  the  hypothal- 
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mus  \vith  the  limbic  system  and  its  nuclei 
which  in  turn  are  widely  connected  with  the 
cerebral  cortex. 

Gadpaille®  describes  more  recent  findings.  He 
comments  on  repeated  studies  that  show  foci 
of  sex  regulatory  functions  in  the  hypothal- 
mus,  anterior  midline,  and  preoptic  areas. 
Neurohormonal  substances  from  the  anterior 
hypothalmus  are  carried  in  the  pituitary  stalk 
and  then  release  gonadotropins  from  the  ante- 
rior pituitary.  Other  workers  in  the  field 
(with  whom  I have  communicated  in  the  last 
few  months)  note  the  elusive  cjuality  of  these 
neurosecretory  substances  or  releasing  factors. 
It  is  not  clear  whether  they  can  be  called 
hormones,  protohormones,  or  unstable  pro- 
tein molecules  ivhich  are  destroyed  or  altered 
as  they  work. 

There  are  hormonal  processes  of  maturation 
and  growth  which  appear  to  be  inhibited  by 
emotional  conflict  and  appear  to  be  alterable 
by  psychologic  treatment.  Neurophysiologists 
have  been  able  to  demonstrate  that  some  are- 
as of  the  base  of  the  brain  clustered  around 
the  hyjx)thalmus  do  influence  the  secretions 
of  the  pituitary  and  are,  in  turn,  influenced 
by  secretions  of  the  glands  controlled  by  the 
pituitary.  But  how  mental  process  of  ideation 
affect  and  other  components  of  identity  reach 
and  influence  the  hypothalmus  remain  a mys- 
tery. 

Within  the  nervous  system  we  have  long 
known  of  the  role  of  acetylcholine  and  its 
antagonist  cholinesterinase  in  the  transmis- 
sion of  impulse  across  a nerve  ending.  Psy- 
chopharmacology has  added  a great  deal  to 
the  understanding  of  function  of  the 
peripheral,  central,  and  sympathetic  nervous 
systems  and  the  treatment  of  psychiatric  and 
neurologic  disorders,  especially  in  the  alter- 
ation of  mood  and  tension  states.  Axelrod'® 
was  awarded  the  Nobel  Prize  for  Physiology 
and  Medicine  in  1970  for  work  with  the 
catecholamines.  This  has  contributed  to  the 
development  of  psychoactive  drugs  useful  in 
treating  endogenous  depression,  parkinson- 
ism, hypertension,  and  other  conditions  which 
appear  to  be  related  to  a disturbance  in  the 


biodiemistry  of  noiadrenaliiie  ami  dopa- 
mine. 

.Sutherland"  received  the  Nol)el  Prize  in 
physiology  and  medicine  for  his  discos ery  and 
work  with  cyclic  .S,5,  adenosine  monoplios- 
phate — called  cyclic  AMI*.  He  had  l)een  study- 
ing the  process  of  glycogenesis  and  glycogenol- 
ysis  in  the  liver  and  kept  investigating  inten- 
sively along  the  chain  of  processes — such  as 
the  activation  of  enzymes.  He  found  that  cy- 
clic AMP  is  necessary  to  turn  the  inactise 
state  of  the  enzyme  to  the  active  state.  It  acts 
at  the  cell  membrane  from  the  outside  by 
effecting  minor  changes  in  enzyme  molecules — 
perhaps  a rearrangement  or  rotation  of  genes — 
like  the  tumblers  of  a lock.  The  next  stage  ol 
discovery  was  the  wide  application  of  this 
chemical  activator.  It  was  found  necessary  for 
the  operation  of  most  known  hormones  and 
aided  by  an  extra  agent  in  the  case  of  steroid 
hormones  also.  Finally,  this  same  activator  is 
found  in  the  entire  spectrum  of  life  from  the 
unicellular  to  the  mammal. 

rims  cyclic  .\MP  has  the  role  of  a primitive 
communicator.  Hormones  and  enzymes  may 
exist  in  active  and  inactive  states.  When  need 
arises  for  glucose,  this  substance  acts  as  a start- 
er and  a chain  of  transmutation  begins.  .Since 
it  exists  in  low'er  forms  of  life  which  have  no 
specialized  nervous  system,  it  may  be  that 
chemical  activators  are  the  first  communica- 
tors. The  most  primitive  nervous  system 
would  tend  to  incorporate  this  earlier  system 
of  chemical  communication.  This  is  certainly 
evident  at  synaptic  junctions  and  would  ap- 
pear to  be  so  at  hormonal  production  sites  as 
well. 

In  conclusion,  I offer  the  following: 

1.  Mental  conflict  and  problems  of  identity  seem  more 
active  in  adolescence.  This  is  especially  so  in  areas  of 
sexual  identity. 

2.  Disturbed  psychic  balance  appears  to  operate 
through  the  cerebral  cortex  and  limbic  system  to  ef- 
fect excitation  in  the  hypothalmus  and  nearby  related 
areas. 

.“I.  The  hypothalmus  can  produce  chemical  activators 
which  influence  the  pituita^  in  its  role  as  master 
gland  and  thus  stimulates  or  inhibits  growth  and  func- 
tion of  primary  and  secondary  sex  characteristics. 
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4.  Recent  discoveries  in  the  chemistry  of  transmission 
of  nerve  stimulation  and  hormonal  activation  seem  to 
point  to  a chemical  communication  system,  preceding 
the  nervous  system,  and  which  was  absorbed  by  the 
nervous  system  in  its  evolution. 

5.  This  archaic  chemical  communication  system  may 
provide  the  link  between  psychic  activity  and  bodily 
development  and  thus  bridge  unknowns  between  psy- 
chologic medicine  and  physical  medicine. 
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Popularity  of  Contraceptive  Measures 


Sterilization  became  the  most  popular  form 
of  birth  control  for  couples  over  age  30  dur- 
ing the  last  half  of  the  1960’s.  Younger  cou- 
ples still  preferred  “the  pill,”  a government- 
financed  study  shows. 

'I'he  1970  National  Fertility  Study,  conducted 
under  contract  with  the  National  Institutes  of 
Health’s  Center  for  Population  Research,  also 
provided  fresh  evidence  that  increased  use  of 
contraceptive  devices  was  “a  major  factor  in 
the  drop  in  the  nation’s  birth  rate,”  which 
now  is  at  an  all-time  low.  Nearlv  six  million 
married  women  were  using  oral  contracep- 
tives in  1970,  but  “one  of  the  most  dramatic 
findings,”  was  that  voluntary  sterilization  was 
preferred  more  often  than  “the  pill”  by  cou- 
j)les  in  which  the  wife  was  aged  30  to  44. 
“The  j ump  in  reliance  on  surgical 
jirocedures,  and  the  fact  that  contraceptive 
sterilization  had  by  1970  become  the  most 
popular  method  among  older  couples,  ap- 
pears to  reflect  the  unsuitability  of  other 
methods  of  contraception  for  many  couples 
who  have  already  had  all  the  children  they 
Avant  to  have,”  said  the  first  published  report 
from  the  study.  This  report  was  written  by 


Charles  F.  Westoff  of  Princeton  University, 
former  executive  director  of  the  Commission 
on  Population  Growth  and  the  American  Fu- 
ture. 

“It  is  estimated  that  as  of  1970,  some  2.75 
million  couples  of  reproductive  age  (15  to 
44),  and  many  more  since  1970,  had  resorted 
to  sterilization,  which  used  to  be  regarded  as 
an  extreme  solution  to  the  problem  of  fertility 
control.”  The  report,  based  on  nationtvide  in- 
terviews with  5,884  married  tvomen  under  age 
45  and  compared  with  a 1965  fertility  study, 
said  there  was  little  change  in  the  over-all 
proportion  of  couples  using  contraception  but 
significant  changes  in  the  methods.  Sharp  in- 
creases were  reported  in  use  of  “the  pill,” 
which  remained  the  most  popular  contracep- 
tive, sterilization,  and  the  intrauterine  device, 
but  a decline  in  the  use  of  condoms,  dia- 
phragms, the  rhythm  method,  withdrawal, 
and  douche.  “The  adoption  of  the  pill  by 
American  women  has  been  an  amazing 
phenomenon,  considering  the  various  side 
effects  associated  with  its  use,  and  is  an  indica- 
tion of  the  wide  market  for  effective  con- 
traception,” Westoff  concluded. 
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The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
mWm  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 
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In  interpreting  electrocardiograms,  attention  should  be 
paid  to  the  metabolic  process  of  glucose  ingestion. 


Postprandial  T-Wave  Changes* 

Relationship  to  Serum  Potassium,  Age,  and  Exercise  Electrocardiograms 


William  S.  Hopewell,  M.D./Ridgewood 

In  1923  Wilson  and  Finch'  reported  the  effect 
of  drinking  iced  water  upon  the  T-wave 
deflection  of  the  electrocardiogram.  This 
phenomenon  is  familiar  to  most  physicians. 
The  observation  that  the  ingestion  of  an  ordi- 
nary meal  may  alter  an  electrocardiogram  was 
rejxtrted  by  Gardberg-  in  1938  but  this  is  less 
well  recognized  and  the  mechanism  of  these 
changes  remains  uncertain.  Fluctuation  in 
serum  potassium  levels  has  been  discussed  as 
the  etiology,^''*  as  well  as  the  presence  ol 
coronary  artery'  disease.^  This  study  was  un- 
dertaken to  investigate  the  relationship  of 
these  factors  to  postprandial  T-wave  changes. 

Methods  and  Materials 

Serial  electrocardiograms  were  studied  after 
the  ingestion  of  glucose  in  37  volunteers.  All 
subjects  had  fasted  for  tw'elve  hours.  Baseline 
electrocardiograms  and  blood  chemistries, 
consisting  of  glucose,  potassium,  sodium, 
cholesterol,  and  uric  acid  were  taken  in  the 
fasting  state.  Seventy-five  Grams  of  glucose 
were  administered  orally  in  a room  tempera- 
ture solution  (Glucola)®.  At  30  minutes,  60 
minutes,  120  minutes,  and  180  minutes  elec- 
trocardiograms were  taken,  and  blood  for  glu- 
cose and  potassium  was  obtained.  During  the 
test  subjects  were  sedentary  but  not  at  bed 
rest. 

Subjects 

Group  I — 15  males  between  the  ages  of  25  and 
35  with  normal  fasting  electrocardiograms 
and  no  history  of  heart  disease  or  factors  pre- 
disposing to  heart  disease. 

Group  II — 3 males  and  1 female  under  the  age 


of  40  with  non-specific  T-wave  changes  (low 
voltage  or  flat  T-waves). 

Group  III — 10  males  between  the  ages  of  55-70 
with  normal  fasting  electrocardiograms  and 
no  known  coronary  artery  disease. 

Group  IV — 9 males  bettveen  tlie  ages  of  55-70 
with  al)uormal  fasting  electrocardiograms, 
with  or  tvithout  a historv  of  known  coronary 
artery  or  cardiac  tlisease. 

Results 

Electrocardiogram  T-wave  changes  were  clas- 
sified as  “minor”  or  “major.”  Rounding  of 
I’-wave  configuration  or  a decrease  in  T-tvave 
amplitude  of  less  than  50  per  cent  of  baseline 
amplitude  was  considered  to  be  minor.  A de- 
crease in  T-wave  amplitude  greater  than  50 
per  cent  of  baseline  amplitude,  or  inversion  of 
the  T-wave,  tvas  considered  to  be  major. 

Groitp  I — Minor  changes  octurred  in  all  15 
subjects.  Major  changes  were  not  observed. 
The  maximum  changes  occurred  at  the  60 
and  120  minute  intervals.  At  180  minutes  all 
electrocardiograms  had  returned  to  the  base- 
line. In  some  tracings  the  T-waves  appeared 
“peaked”  at  180  minutes  compared  to  the  fast- 
ing tracing.  Maximum  changes  were  found 
in  leads  V5  and  No  changes  were  found 
in  other  leads  that  were  not  found  to  a com- 
parable or  greater  degree  in  \’.  and 

Although  changes  in  serum  potassium  levels 
did  occur,  no  pattern  was  found  in  the  serial 

From  the  department  of  medicine.  Valley  Hospital, 
Ridgewood,  New  Jersey.  This  study  was  supported  by 
a research  grant  from  the  Bergen  County  Heart  Asso- 
ciation. 
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values.  Likewise  no  correlation  was  found  be- 
tween the  potassium  levels  and  T-wave 
changes.  No  subjects  had  abnormal  glucose 
tolerance  curves. 

Group  11 — T-wave  changes  occurred  in  all 
subjects.  In  one  a slightly  negative  T-wave  in 
\\  Ijecame  more  deeply  inverted  at  (iO  min- 
utes and  120  minutes.  In  the  other  three,  mi- 
nor changes  occurred,  consisting  of  further 
flattening  of  the  T-waves.  As  in  group  I,  max- 
imum changes  occurred  in  leads  Vr,  and  Vg 
and  at  60  and  120  minutes. 

No  pattern  in  the  changes  in  the  potassium 
values  or  correlation  with  T-wave  changes 
could  be  found.  None  of  the  subjects  had  ab- 
normal glucose  tolerance  curves. 

Group  111 — In  all  ten  sid)jects  T-wa\e  changes 
occurred.  In  two  the  changes  were  marked.  In 
the  remaining  eight  the  changes  were  minor. 
As  in  the  other  groups,  the  changes  were  max- 
imum in  leads  V-  and  at  60  and  120  min- 
utes. 

No  pattern  was  found  in  the  changes  in  the 
potassium  levels  and  there  was  no  correlation 
with  T-wave  changes.  Four  suljjects  were 
found  to  have  abnormal  glucose  tolerance 
curves  (blood  glucose  greater  than  120  mgm. 
per  cent  at  120  minutes).  In  one  of  these  the 
T-wave  changes  were  marked;  in  the  other 
three  the  changes  were  minor. 

Group  IV — T-wave  changes  occurred  in  all 
nine  subjects.  In  six  the  changes  were  marked. 
In  three  the  changes  were  minor.  As  in  the 
other  groups  maximum  changes  were  seen  in 
lead  Vg  and  at  60  and  120  minutes. 

In  four  subjects  with  marked  T-wave  changes 
a stepwise  reduction  and  rise  in  serum  potassi- 
um levels  occurred.  In  the  other  two  with 
marked  changes  and  the  three  with  minor 
changes,  no  pattern  was  seen.  The  serial  po- 
tassium values  of  the  six  patients  with  marked 
changes  are  listed  in  Table  1.  Abnormal  glu- 
cose tolerance  curves  were  found  in  four  sub 
jects.  Three  of  these  showed  marked  T-wave 
changes. 


Table  1 


SUBJECTS  MINUTES  .AFTER  GLUCOSE 


(CROUP  I\  ) 

FASTING 

30 

60 

120 

180 

#' 

5.2 

4.3 

5.0 

4.6 

4.7 

#3 

4.5 

4.6 

4.0 

4.2 

4.3 

4.2 

4.3 

4.2 

4.3 

4.3 

#7 

4.1 

3.4 

3.7 

3.9 

4.3 

#8 

4.5 

4.2 

4.4 

4.5 

4.3 

#9 

5.6 

5.0 

5.4 

5.6 

5.0 

Serial  potassi 

um  values 

(meq/L) 

in  6 

subjects 

with 

markeci  post-glucose  T-wave  changes. 


Exercise  Electrocardiograms 

Standard  Double  Master’s  exercise  electro- 
cardiograms were  done  on  the  following  sub- 
jects: 

Group  1 — One  subject  who  showetl  minor  T- 
wave  changes  with  glucose  demonstrated  no 
Sl'-l'  changes  with  exercise. 

Group  II — One  subject  who  developed  further 
flattening  of  T waves  with  glucose  demon- 
strated no  changes  with  exercise. 

Group  111 — I'wo  subjects  who  showed  minor 
changes  tvith  gluco.se  demonstrated  no  changes 
with  exercise.  One  subject  who  developed 
marked  changes  with  glucose  showed  no 
changes  with  exercise. 

( Troup  IV — One  subject  who  showed  minor 
T-wave  changes  evith  glucose  developed  no 
changes  with  exercise.  One  subject  who  de- 
veloped marked  T-wave  changes  with  glucose 
showed  a significant  (greater  than  1 mm.  de- 
pression) ST  change  with  exercise.  One  sub- 
ject who  shoeved  marked  T-wave  changes  with 
glucose  demonstrated  some  T-wave  flattening 
but  no  ST  segment  changes  with  exercise. 

Comment 

In  1938  Garljerg-  found  a 30  to  .50  per  cent 
decrease  in  the  height  of  the  T-waves  follow- 
ing the  ingestion  of  an  ordinary  meal  in  seven 
out  of  nine  normal  subjects.  These  changes 
were  maximum  at  1 hour  and  persisted  up  to 
2 hours. 

In  1916  Simonson,  et  al.p  stated  that  “it  is 
surprising  that  no  experimental  study  on  the 
influence  of  meals  on  the  electrocardiogram 
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has  been  rejjorted.”  They  studied  normal  sulj- 
jects  with  electrocardiograms  immediately  be- 
fore and  30  minutes  after  a meal.  Caloric  con- 
tent of  the  meals  varied  from  942  to  1548 
calories  and  the  carbohydrate  content  be- 
tween 41  to  61  per  cent.  Variation  of  the  fat 
content  did  not  cause  changes  different  from 
those  in  the  standard  meals.  No  changes 
were  found  in  the  duration  of  the  P-wave 
deflection,  PR  interval,  QRS  complex,  or  ST 
segment.  Frequent  but  not  statistically  signifi- 
cant changes  were  found  in  P-wave  amplitude 
and  heart  rates.  Statistically  significant  changes 
were  found,  however,  in  the  T-wave  ampli- 
tude in  leads,  I,  II,  III.  and  CFj,  CFo,  and  CF„. 
.An  increase  in  sympathetic  stimulation  was 
suggested  as  the  explanation  of  the  T-wave 
changes. 

Further  studies  by  Simonson  and  Keyes®  on 
“normals”  over  the  age  of  40  showed  changes 
similar  to  the  previously  studied  younger 
group  and  no  difference  between  males  and 
females.  Subsequent  reports  indicated  that  the 
clianges  may  be  more  marked  in  patients  with 
coronary  artery  disease  and  Simonson  and 
McKinlay"  proposed  the  use  of  a meal  as  a 
“stress  test”  for  coronary  artery  disease. 

Abnormal  changes  (appearance  of  abnormal 
T-waves  or  changes  greater  than  occur  in  98 
per  cent  of  the  normal  grotqj)  were  found  in 
9 out  of  16  patients  with  “suspected  coronary 
insufficiency”  and  in  1 1 out  of  25  with  “coron- 
ary insufficiency.”  Eight  out  of  21  patients 
with  hypertension  also  showed  abnormal  T- 
wave  changes.  The  frequency  with  which  nor- 
mal or  borderline  electrocardiograms  became 
“abnormal”  in  these  groups  led  Simonson  and 
McKinlay^  to  conclude  that  “the  chance  of 
discovering  latent  changes  in  patients  with 
suspected  coronary  insufficiency  by  means  of 
the  test  meal  appears  to  be  high.” 

The  clinical  importance  of  postprandial  T- 
wave  changes  and  the  possibility  of  misinter- 
pretation of  electrocardiograms  was  em- 
phasized by  Rochlin  and  Edwards®  in  1954 
when  they  reported  four  cases  that  had  been 
diagnosed  as  coronary  artery  disease  on  the 
basis  of  abnormal  T-waves  but  in  wTom  the 


changes  could  be  reproduced  by  the  adminis- 
tration of  100  Grams  of  glucose  or  a high 
carbohydrate  meal.  .Similar  changes  were  also 
produced  by  giving  insulin  and  were  pre- 
vented by  the  addition  of  3 Grams  of  KGL  to 
the  carbohydrate.  Serum  potassiums  were  de- 
termined in  one  patient  and  showed  a drop 
from  4.1  me(|/L  to  3.6  meq/L  at  one  hour. 

In  studying  85  healthy  males  after  the  inges- 
tion of  100  Grams  of  glucose,  Rochlin  and 
Edwards®  found  T-wave  depressions  in  55 
subjects.  Despite  the  lowering  of  the  T-waves 
no  consistent  changes  in  the  spatial  vector  an- 
gle or  ventricular  gradients  were  found.  Be- 
cause of  the  prevention  of  changes  by  the  ad- 
ministration of  potassium  and  the  production 
of  similar  T-wave  changes  by  the  use  of  in- 
sulin they  considered  the  mechanism  to  be 
attached  to  the  redistribution  of  intracellular 
myocardial  potassium  under  the  influence  of 
ingested  glucose  and  release  of  endogenous 
insulin. 

The  advisal)ility  of  recording  routine  electro- 
cardiograms in  the  fasting  state  was  further 
emphasized  by  Sears  and  Manning^  who 
found  78  electrocardiograms  with  abnormal 
T-waves  in  2,000  routine  tracings  of  healthy 
aircrew  men.  All  78  tracings  were  subsequent- 
ly normal  when  taken  in  the  fasting  state. 
Because  of  the  rapid  appearance  of  the  T- 
wave  changes  after  the  ingestion  of  glucose 
they  doubted  that  the  changes  were  due  to 
insulin  and  potassium. 

The  present  study  again  demonstrates  that  T- 
wave  changes  are  produced  in  all  individuals 
by  the  ingestion  of  carbohydrates.  The  use  of 
a small  volume  (280  cc)  of  fluid  has  elimi- 
nated changes  due  to  possible  gastric  disten- 
tion and  the  temperature  of  the  solution  at  68 
to  72  degrees  avoided  changes  with  glucose 
alone,  indicating  that  the  carbohydrate  content 
is  the  important  factor  in  the  production  of 
“postprandial”  T-wave  changes.  Studies  using 
only  fat  or  protein,  however,  have  not  been 
done. 

•Although  T-wave  changes  occur  in  all  indi- 
viduals, marked  changes  occur  more  frequent- 
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Iv  in  subjects  over  age  55  (Grouj)s  III  and 
l\').  suggesting  that  coronary  artery  disease 
may  accentuate  j>ost]3randial  T-\vave  changes. 
However,  no  relationship  lietween  tlie  occur- 
rence of  marked  jjostjirandial  I'-wave  changes 
and  almormal  exercise  electrocardiograms 
(Master’s  Test)  was  found.  Marked  postpran- 
dial T-wave  changes  were  fotind  both  in  sid)- 
jects  with  and  without  abnormal  exercise  elec- 
trocardiograms. Because  of  this  and  the  ap- 
]tearance  of  some  degree  of  T-wave  changes  in 
all  sidjjects,  the  postprandial  electrocardio- 
gram cannot  be  used  as  a reliable  test  for 
coronary  artery  disease  or  insufficiency.  The 
occurrence  of  angina  pectoris  after  meals  is  rec- 
ognized® and  presumably  is  due  to  alterations 
in  coronary  blood  flow.  "Whether  the  T-wave 
changes  observed  here  are  related  to  the  pro- 
duction of  angina  is  unknown. 

.\n  attempt  to  correlate  the  T-wave  changes 
with  variations  in  serum  potassium  levels  was 
unsuccessful.  The  similarity  of  the  T-wave 
changes  to  electrocardiogram  changes  j5ro- 
tlucecl  by  the  low^ering  of  potassium  levels  and 
the  rejDorts  of  the  j^revention  of  postprandial 
T-wave  changes  by  the  simultaneous  adminis- 
tration of  KCL  do  suggest,  however,  that 
shifts  in  potassium  concentrations  are  impor- 
tant. Ctirrens  and  Crawford®  have  shotvn  that 
extracellular  potassium  measured  in  the 
sernm  may  bear  little  relationship  to  electro- 
cardiogram changes  from  disturbances  in  po- 
tassium metabolism.  Determination  of  potassi- 
um levels  in  the  coronary  sinus  blood  follow- 
ing the  ingestion  of  glucose  might  show  a 
more  consistent  relationshijj  to  T-wave 
changes.  No  rejjorts  of  changes  in  serum  potas- 
sium levels  during  routine  glucose  tolerance 
tests  coidd  be  found  for  comjiarison  with  the 
values  obtained  in  this  study. 

Conclusions 

1.  Electrocardiogram  T-wave  changes  occur  in 
all  individuals  following  the  ingestion  of  75 
Grams  of  glucose. 

IT.  Minor  changes  (lowering  of  T-wave  ampli- 


tude) is  the  usual  finding.  Marked  changes 
(flattening  or  inversion  of  T-waves)  is  seen 
more  frequently  in  older  subjects  (over  55 
years  of  age.) 

111.  The  magnitude  of  the  T-wave  changes 
cotild  not  be  correlated  with  changes  in  serum 
potassitim  levels,  or  the  presence  or  ab.sence  of 
abnormal  exercise  electrocardiograms. 

IV'.  Postprandial  T-wave  changes  may  account 
for  a significant  portion  of  “non-specific  T- 
wave  abnormalities”  and  such  electrocardio- 
grams should  be  repeated  in  the  fasting  state. 

Summary 

Thirty-seven  volunteers  were  studied  with 
sei  ial  electrocardiograms  and  serum  potassi- 
um levels  after  the  ingestion  of  75  Grams  of 
glucose.  Postjjrandial  T-wave  changes  were 
found  in  all  subjects.  A minor  lowering  of 
T-wave  voltage  was  the  most  frequent  finding. 
Marked  changes  of  T-wave  amplitude  oc- 
curred more  frequently  in  older  subjects.  No 
correlation  between  T-wave  changes  and 
serum  potassium  levels  was  found.  Exercise 
electrocardiograms  also  did  not  correlate  with 
the  magnitude  of  postprandial  T-wave  changes. 

The  author  wislies  to  express  his  thanks  to  Mrs. 
■Susan  Hayn  and  Mrs.  Rosalyn  Knight  for  their  tech- 
nical assistance. 
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UticilliriVK 

(potassium  phenoxymethyl  penicillin,  Upjohn) 

Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohn 


The  Upjohn  Company 
Kalamazoo,' Michigan  49001 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android  5 ^ 

Methyltestosterone  N.F.-5  mg. 

Android  10 

Methyltestosterone  N.F.-10  mg. 

Android  25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17^;-Hydroxy-17-MethyIandrost-4*en 
3-one. 


ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  in  the  male:  I.  Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency. 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor- 
chidism with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  er  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  and  physical  activities  beyond  the  patient’s 
cardiovascular  capacity. 

CONTRAINDICATIONS;  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre- 
cocious sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  ♦ Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention.  • Priapism  • Virili- 
zation in  female  patients  • Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION  Averaeej)_aily  Dosage 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg. 

Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250. 


Write  lor  Literature  and  Samples 

( 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street,  Los  Angeles,  California  90057 
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The  good  l>r<ictitioner  looks  beyond  the  joint  in  seeing 
a patient  u’ith  arthritis. 


Arthritis  as  a Manifestation 
of  Various  Disease  States* 


Sheldon  D.  Solomon,  M.D./Marlton 

Rheumatic  complaints  are  Irequently  the  ear- 
ly manifestation  of  diseases  affecting  primari- 
ly other  body  systems  or  organs.  Several 
mechanisms  for  this  expression  exist.  By  un- 
derstanding these,  one  should  be  able  to  diag- 
nose the  underlying  diseases  early  in  their 
course. 

1.  Production  of  .substances  udiicli  directly 
cause  joint  inflammation.  .\n  example  of  this 
would  be  the  excessive  production  of  uric 
acid  secondary  to  rapid  turnover  of  cells  as 
seen  in  the  myeloproliferative  disea.se  such  as 
polycythemia  vera.  Secondary  gout  may  be 
suspected  by  the  lack  of  family  history  and 
the  very  high  blood  uric  acid  (often  greater 
than  M mgm  per  cent). 

2.  Production  of  substances  which  indirectly 
cause  joint  inflammation.  Hyperparathy- 
roidism is  an  example.  In  7.5  to  10  per  cent 
of  these  cases,  the  pseudogout  .syndrome  de- 
velops. Here  the  excessive  parathormone 
levels  lead  to  an  elevated  calcium  pyro])hos- 
phate  product  which,  for  an  unknown  rea- 
son, precipitates  in  joint  spaces.  Every  case  of 
pseudogout  should  have  several  calcium  de- 
terminations to  rule  out  hyperparathy- 
roidism. 

Distant  tumors  may  cause  rheumatic  syn- 
dromes. The  prototype  here  is  dermatomyo- 
sitis.  In  patients  over  -10  there  is  a 30  per  cent 
chance  of  an  occult  tumor  being  present; 
mechanism  is  unknown,  but  is  probablv  a 
substance  secreted  by  the  tumor. 


3.  Production  of  substances  u’hich  alter  joint 
structure,  e.g.,  acromegaly.  Here  excessive 
growth  hormone  leads  to  disordered  cartilage 
growth  followed  bv  advanced  degenerative 
changes  (10  per  cent).  This  syndrome  may  be 
associated  with  carpal  tunnel  syndrome  in  50 
per  cent  of  the  cases  due  to  soft  tissue  .swelling 
in  this  area.  Hence  a patient  with  severe  de- 
generative changes  of  the  hands  along  with  a 
carpal  tunnel  syiulrome  should  be  evaluated 
for  a pituitary  tumor. 

4.  Through  its  sieve-like  function,  the  .synovi- 
um allows  soluble  antigen-body  complexes  to 
pass,  which,  xua  complement  activation,  stimu- 
late joint  inflammation.  I’his  is  true  not  only 
of  the  “collagen  vascular  diseases"  as  .S.E.E., 
but  it  explains  the  early  generalizeil  arthritis 
of  hepatitis.  In  one  series,  all  patients  with 
this  had  .Australian  antigen  in  their  blood. 
This  type  of  patient  may  not  be  jaundiced  so 
that  the  po.ssibility  of  hepatitis  has  to  be  con- 
sidered in  a patient  with  acute  onset  poly- 
arthritis. 

5.  .Abnormal  neurovascular  rellexes;  e.o.,  hy- 
pertrophic osteoarthropathy.  Here  an  intra- 
tboracic  malignancy  or  infection  may  give 
rise  to  the  triad  of  periostitis,  clubbing,  and 
arthritis.  Removal  of  the  jjrimary  problem  or 
an  intrathoracic  vagotomy  clears  the  arthritis. 

6.  generalized  deficiency  of  the  collagen 
supporting  tissues  may  first  manifest  as  joint 

*Reacl  before  the  .Section  on  Rlienmatisin.  20()tli  .An- 
nual Meeting,  The  Atedical  Society  of  New  Jeisev, 
.Atlantic  City,  Mav  8,  1972. 
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pain  clue  to  the  lack  of  support;  lax  joints 
develop  premature  degenerative  arthritis 
(Ehlers-Danlos  Syndrome) . 

7.  Unknoivn  mechanisms.  Erythema  nodosum 
may  be  associated  with  acute  arthritis,  and 
mediastinal  adenojjathy  (Lofgren’s  syndrome). 
The  mechanism  is  probably  a hyper-sensi- 


tivity reaction.  This  syndrome  probably  is  a 
self-limiting  form  of  sarcoidosis. 

Remember  that  a rheumatic  complaint  may 
be  a manifestation  of  non-articular  disease.  It 
is  imperative  to  perform  a thorough  general 
examination  on  any  patient  complaining  of 
arthritis. 


336  Route  70 


Red  Tides  in  the  Sunset 


“Red  Tide”  and  excitement  over  Netv  Eng- 
land shellfish  left  millions  of  concerned  con- 
sumers. Rutgers  ETiversity  marine  scientists 
point  out  that  New  jersey  waters  may  have 
had  red  tides  in  the  past,  but  that  there  are 
many  kinds  of  red  titles.  Thus,  an  earlier  oc- 
currence left  millions  of  terrified  Egyptians  in 
its  wake.  Pick  up  the  Old  Testament,  turn  to 
Exodus,  \’II,  20-21,  and  start  reading:  “.  . . 
and  all  the  waters  that  were  in  the  river 
died;  and  the  river  stank,  and  the  Egyp- 
tians could  not  drink  of  the  water  of  the 
river:  and  there  was  blood  throughout  all 
the  land  of  Egypt.” 

.V  related  trifle  to  add  to  your  store  of  trivia  is 
that  the  Red  Sea  derived  its  name  from  a 
more  or  less  permanent  supply  of  a red  tide. 
1 here  isn’t  a red  tide;  there  are  many  red 
tides,  some  of  which  are  deadly,  and  others 
harmless.  So,  if  you’ve  seen  one  red  title,  you 
haven't  seen  them  all. 

The  various  red  tides  are  collections  of  algae. 
.\t  the  Rutgers  Marine  Sciences  Center,  Dr. 
Edwin  'E.  Moul  spent  many  years  getting  to 
know  these  tides.  He  is  professor  emeritus  of 
botany  and  continues  to  study  them  despite 
his  retirement. 

One  of  the  ]rroblems  in  trying  to  set  a situa- 
tion like  this  straight  is  that  we  are  dealing 
with  organisms  without  common  names.  “Red 
I'ide”  is  a handy  common  name,  but  it  is 
meaningless,  because  being  red  is  not  impor- 
tant enough  as  a separate  characteristic.  But 
laymen  (onlronted  by  scientific  names  are  as 


confused  as  a Scandinavian  guest  at  a 
Macedonian  tvedding. 

lire  alga  that  |mt  a crimp  in  New  England 
clams  is  normally  in  the  waters  off  eastern 
Canada,  where  it  is  almost  always  a problem. 
Its  full  name  is  Gonyaidax  tamarensis  and  it 
has  long  been  know  to  cause  paralytic  shell- 
fish poisoning.  But  it  isn’t  really  red;  it  is  yel- 
low-green or  yellow-brown  and  is  found  in  the 
Bav  of  Eundv  and  the  Culf  of  St.  I.awrence. 

New  Jersey  residents  and  visitors  can  consider 
themselves  fortunate  when  it  comes  to  red 
tides.  All  Jersey  red  tides  are  harmless.  Jersey 
shore  bathers  and  boaters  frequently  see  “red 
water”  and  become  concerned,  but  such  con- 
cern is  needless.  The  organisms  discoloring 
the  ocean  may  be  Prorocentrummicans  or 
Massartia  rotundata.  Three  other  red  tide  al- 
gae inhabit  Delaware  Bay  and  all  are  harm- 
less. These  are  Gonyaidax  spinifora,  Gymno- 
dinium  sjilendens,  anti  Amphidinium  fusi- 
forme.  Even  though  these  five  red  titles  algae 
are  harmless  to  man  or  beast,  bathers  tibject 
to  them,  fearing  po,ssible  skin  irritation. 
There  is  no  basis  for  such  concern.  The  algae 
mav  tliscolor  the  water,  but  that’s  all. 

Recently  a team  of  botanists  analy/etl  one  of 
the  harmless  red  title  algae  found  on  the  west 
coast  and  discoveretl  surprising  nutrilitmal 
qualities.  It  produced  growth  of  laboratory' 
animals  etjuivalent  to  milk  protein.  .So,  what 
people  have  been  calling  “Red  Title”  is  really 
a “Retl  Title  Gang”  and  someday  we  may  be 
eating  one  insteatl  of  fearing  it. 
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MOVE-OUT  STICKY  MUCUS . 


In  asthma,  bronchitis . . . 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 

"For  the  viscid  sputum,  potassium  iodide  (...preferable  as  enteric  coated 
tablets)  may  be  best.”^ 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets  — 


lODO- NIACIN 

Each  SLOSOL  coated  tablet  contains  potassium 
iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 

please  see  next  page  for  prescribing  information  — 


COLE 


Promote  Productive  Cough - 

"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 

"...  there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”^ 


Rx  Information: 


INDICATIONS:  The  primary  indication  for  lodo-Nlacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Nlacin  and  include: 

RESPIRATORY  DISEASE:  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency,  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid  states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIDSCLERDSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

DPHTHALMDLDGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memorane  ulceration,  salivary  gland  swelling,  ana  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DDSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 

HDW  SUPPLIED:  Cole's  lodo-Niacin  tablets  are  available  in  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink,  NDC  55-6458. 


lODO-NIACIN* 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  fj  tabs,  t.i.d.  p.c. 

References:  1.  Itkin,  I.  H.,  Am.  Fam.  Phys.  4:83.  1971.  2.  Feinberg,  S.  M..  Consultant 
Sept.,  1971,  pg.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 
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Described  here  is  the  development  of  a modern  ortho- 
pedic training  program  for  one  of  our  state's  largest 
hospitals. 


Orthopedic  Resident 
Training  Program* 


Anthony  F.  DePalma,  M.D. /Newark 

In  this  presentation,  I will  describe  the  type 
of  orthopedic  training  that  is  evolving  at  the 
New  Jersey  College  of  Medicine,  the  goals 
which  must  be  reached,  and  the  reasons  for 
such  a program.  Up  to  15  months  ago  a fully 
integrated  academic  orthopedic  training  pro- 
gram in  New  Jersey  did  not  exist.  Many  com- 
munity hospitals  have  fully  or  partly  accred- 
ited programs;  but,  most  of  these  hospitals 
labor  at  a great  disadvantage  to  meet  the 
board  requirements  for  certification.  This  is 
caused  by  the  many  deficits  in  most  communi- 
ty hospitals  such  as  (1)  the  lack  of  basic 
science  departments,  (2)  the  lack  of  full-time 
instructors  of  education  whose  chief  function 
is  to  coordinate  postgraduate  education,  (3) 
the  lack  of  staff  doctors  interested  in  basic  and 
clinical  research,  (4)  the  lack  of  research  fa- 
cilities, and  (5)  the  lack  of  clinical  material 
in  certain  areas  of  orthopedic  training  such  as 
children’s  orthopedics,  rehabilitation,  hand 
surgery,  trauma,  and  surgery  of  the  rheuma- 
toid patient.  To  meet  board  recjuirenients,  it 
is  necessary  for  these  programs  to  farm  out 
their  residents  to  other  institutions  where  the 
needed  clinical  material  is  available  and  to 
send  residents  to  postgraduate  courses  in  the 
basic  sciences,  prosthetics  and  orthotics,  and 
hand  and  rheumatoid  surgery.  Such  programs, 
of  necessity,  become  fragmented  with  no 
strong  parent  core.  Also,  such  programs  do 
not  attract  the  best  grade  of  residents  and 
certainly  do  not  motivate  young  men  to  pur- 
sue academic  careers.  It  is  ironic  that  New 
Jersey,  the  most  populated  state  in  the  union 
per  square  mile,  stands  last  in  its  contribution 
to  the  academic  pool  in  all  disciplines  in  med- 


icine and  surgery.  The  reason  for  this  is  obvi- 
ous. The  lack  of  medical  schools. 

Dr.  Goldenbergf  was  fully  aware  of  the  signifi- 
cance of  the  deficits  I have  just  enumerated 
and  had  plans  to  rectify  them.  Unfortunately, 
he  was  denied  the  time  to  enact  his  plans. 
Upon  my  arrival  on  the  scene  15  months  ago, 
I inherited,  to  say  the  least,  a much  confused 
and  disjointed  Division  of  Orthopedic  Sur- 
gery. However,  it  soon  became  apparent  that 
out  of  this  confusion  and  disorganization,  it 
was  possible  to  crystallize  a highly  sophisti- 
cated academic  department,  dedicated  to  high- 
level  patient  care,  teaching,  and  research.  The 
reasons  that  this  could  be  done  are  listed  as 
follows: 

(1)  There  is  ample  clinical  material  in  all  areas  of 
orthopedic  surgery,  so  much  so  that  the  current  ward 
census  is  between  75  and  80  beds. 

(2)  There  is  a large  out-patient  department  with 
diversified  clinical  material. 

(3)  The  basic  science  departments  are  of  a high  cali- 
ber and  willing  to  do  postgraduate  teaching. 

(4)  Research  space  facilities  were  available  to  the 
Orthopedic  Department  and,  finally,  the  administra- 
tion is  sympathetic  and  cooperative. 

(5)  Chiefs  and  directors  of  the  orthopedic  services 
in  many  of  the  surrounding  community  hospitals  were 
ready  to  participate  in  the  development  of  an  aca- 
demically oriented  program  with  the  medical  school's 
hospital  as  the  central  core  of  the  program. 

However,  in  spite  of  the  diversified  and  abun- 
dant clinical  material  at  Martland  Hospi- 
tal, and  in  spite  of  the  availability  of  the  basic 

* Read  before  the  Section  on  Orthopedic  Surgery, 
206th  Annual  Meeting,  The  Medical  Society  of  New 
Jersey,  Atlantic  City,  May  8,  1972.  Dr.  DePalma  is 
Professor  and  Chairman,  Division  of  Orthopedic  Sur- 
gery, CMDNJ  (Newark) . 

t Dr.  Raphael  R.  Goldenberg  (deceased) , former  Pro- 
fessor of  Orthopedic  Surgery,  CMDNJ  (Newark)  . 
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science  department  and  research  and  teaching 
facilities  available  at  the  medical  school,  cer- 
tain deficits  had  to  be  corrected  to  establish  a 
broad-based  training  program.  It  lacked  con- 
centration of  clinical  material  in  certain  spe- 
cific areas — for  example,  adult  reconstruction 
orthopedic  surgery  in  such  concentration  as 
seen  in  a Veterans  Administration  Hospital.  It 
lacked  a crystallized  children’s  program, 
which,  today,  deals  primarily  with  the  difficult 
problems  of  congenital  and  developmental  de- 
fects and  genetic  aberrations  and  requires  a 
more  sophisticated  multi-disciplined  approach 
than  the  type  of  children’s  surgery  we  were 
doing  three  decades  ago,  and  it  could  not 
provide  exposure  of  the  residents  to  that  pa- 
tient-physician relationship  cidtivated  in  pri- 
vate practice.  No  single  institution  whether 
medical-school  hosjjital  or  community  hospital 
can  provide  a total  program  necessary  to  train 
physicians  and  surgeons.  It  was  for  this  reason 
that  the  American  Board  of  Orthopedic  .Sur- 
gery and  the  Orthopedic  Residency  Review 
Committee,  after  exhaustive  studies,  favored 
broad-based  programs  comprising  community 
hospitals  affiliated  with  medical  school  cen- 
ters. Only  programs  so  concentrated  can  meet 
the  challenges  posed  by  the  changes  in  a 
world  of  rapidly  developing  knowledge  and 
by  the  progressive  changes  in  our  social  and 
economic  systems. 

Based  on  these  concepts,  the  New  Jersey  Col- 
lege of  Medicine  Affiliated  Orthopedic  Pro- 
gram evolved.  This  comprises  six  affiliated 
hospitals  and  the  Martland  Medical  Center 
which  is  the  parent  institution.  The  program 
is  under  the  guidance  of  a Board  of  Directors 
which  comprises  the  Directors  or  Chiefs  of  the 
affiliated  hospitals,  and  the  Professor  of  Or- 
thojjedic  Surgery  of  the  New  Jersey  College  of 
Medicine.  The  Board  of  Directors  meets  rela- 
tively frequently  and  establishes  all  policies 
governing  the  program.  It  selects  all  new  res- 
idents, it  evaluates  the  level  of  performance  of 
all  residents  every  six  months,  and  it  judges 
the  merits  or  demerits  of  the  participating, 
affiliated  hospitals. 

Some  of  the  pertinent  features  of  the  program 
are  as  follows: 


It  is  a five-year  training  program;  that  is,  five 
years  from  graduation  from  medical  school.  If 
an  applicant  has  served  one  year  internship, 
his  orthopedic  training  period  will  be  four 
years;  if  he  has  served  an  internship  and  one 
year  surgical  residency,  his  training  period 
will  be  three  years;  if  he  is  fresh  out  of  medi- 
cal school,  the  training  period  is  five  years. 
Residents  in  the  last  category  may  raise  some 
problems  for  first-year  training  has  not  as 
yet  been  clearly  defined.  Most  likely,  it  will  be 
a year  spent  in  related  departments  such  as 
plastic  surgery,  neurology,  rheumatology,  or 
radiology.  In  general,  the  policy  is  to  have  as 
many  first-year  residents  as  possible  serve  their 
first  training  year  at  the  Martland  Hospital. 
Those  who  cannot  be  fitted  into  this  scheme 
will  spend  their  second  year  at  the  parent 
institution.  During  this  first  year,  they  will 
cover  most  of  the  basic  sciences.  These  courses 
are  now  well  established  in  anatomy,  patholo- 
gy, biomechanics,  prosthetics,  and  orthotics. 
After  the  first  year,  the  residents  are  rotated 
through  the  affiliated  hospitals;  each  rotation 
period  is  six  months.  An  effort  will  be  made 
to  bring  all  residents  back  to  the  parent  insti- 
tution for  at  least  six  months  of  the  senior 
year. 

Those  residents  who  have  special  interests  in 
specific  areas  are  encouraged  to  pursue  their 
inclinations.  All  residents  beginning  with  the 
1972  class  will  be  assigned  a clinical  or  basic 
science  research  project.  Several  research  pro- 
jects are  well  under  way  and  should  be  report- 
ed in  the  near  future. 

Most  residents  while  at  Martland  participate 
in  undergraduate  teaching;  the  residents  glad- 
ly perform  these  exercises  and  find  them  both 
rewarding  and  stimulating. 

For  the  purpose  of  better  patient  care  and  to 
concentrate  special  clinical  material  for 
teaching  purposes,  four  special  clinics  have 
been  established.  A children’s  clinic,  a hand 
clinic,  an  amputee  clinic,  and  a scoliosis  clinic. 
The  scoliosis  clinic  is  based  in  the  Hospital 
for  Crippled  Children  and  .\dults  and  is  a 
good  exanqile  of  the  utilization  of  special 
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clinical  material  concentrated  in  an  affiliated 
hospital. 

Finally,  all  residents,  regardless  of  where  they 
are  ser\ing,  keep  constant  contact  with  the 
parent  institution  by  attending  and  participat- 
ting  in  formal  presentations,  resident  semi- 
nars, course  lectures,  courses  in  continuing 
education,  and  regular  literature  review  meet- 
ings. 

This,  in  brief,  is  the  skeleton  frame-work  of 
the  New  Jersey  College  of  Medicine’s  Affili- 
ated Orthopedic  Training  Program.  It  is  gain- 
ing in  popidarity  as  evidenced  by  the  number 
of  residents  retjuesting  admission  to  the  pro- 
gram. In  the  year  from  January  1971  to  Janu- 
arv  1972,  w'e  received  150  applications.  We  are 
now  able  to  choose  high  grade  residents; 
many  graduating  from  our  own  medical 
school.  The  1972  quota  of  new  residents  is 
filled  and  only  one  berth  remains  unfilled  in 
the  1973  quota. 

But,  does  this  single  affiliated  program  meet 
the  needs  of  the  community  and  of  the 
regional  orthopedic  surgeons?  No,  it  does  not. 
In  fact,  it  falls  far  short  of  their  needs.  In 
order  to  correct  this  deficit  more  medical 
schools  must  be  established  in  New  Jersey  to 
meet  not  only  our  needs  but  those  of  all  disci- 
plines in  medicine  and  surgery,  for  their 
present  frustrations  are  the  same  as  ours. 

I do  envision  one  mechanism  which  could  fill 
the  gap,  at  least  in  part,  until  more  medical 
schools  appear  on  the  scene.  I throw  this 
thought  to  yoti  for  your  scrutiny  and  study. 
The  basic  core  of  the  present  program  at  the 
medical  school  could  be  extended  so  that  it 
serves  as  the  parent  institution  lor  several 
units  of  affiliated  hospitals.  For  exanq)le,  the 
present  program  contains  six  affiliated  hospi- 


tals with  their  home  Itase  at  the  Martland 
Medical  Center.  Let  us  call  this  grouj)  Unit  A. 
Similarly,  other  such  groups  of  hospitals,  let  us 
say  Unit  B,  Unit  C,  and  even  Unit  I)  could  be 
affiliated  with  the  medical  college.  Each  unit 
would  have  its  own  Board  of  Directors  and  its 
own  groiq)  of  residents.  Residents  woidd  not 
cross  unit  lines  during  their  rotations.  Such 
programs  woidd  reipiire  an  increase  in  the 
full-time  faculty  at  the  medical  school  and  a 
rededicaiion  cjf  the  chiefs  and  directors  of  the 
affiliated  hospitals  to  specific  and  formal 
teaching  of  the  residents  in  their  particular 
unit.  I can  foresee  a high  level  of  wholescjme 
competition  between  the  diflerent  units.  This 
competitive  spirit  favors  production  of  an  ex- 
cellent byproduct,  the  totally  trained  or- 
thopedic surgeon.  Also,  such  jMograms  would, 
of  necessity,  require  certain  financial  responsi- 
bilities to  be  borne  by  all  the  participants 
concerned. 

A recent  study  by  the  .Veademy  of  Orthopedic 
Surgery  clearly  indicates  that  if  the  yearly 
rate  of  new  orthopedic  surgeons,  certified  by 
the  Board  continues,  the  field  will  be  supersat- 
urated by  1980.  At  this  time,  there  is  consider- 
able study  in  the  ways  by  which  this  can  be 
prevented.  It  may  be  that  board  certification 
will  be  more  difficult  to  obtain,  or  that  the 
standards  for  approval  of  orthopedic  pro- 
grams will  be  more  stringent,  but,  whatever 
the  mechanisms,  some  form  of  restraint  is 
about  to  descend  on  us.  Many  years  ago,  I 
advocated  the  need  adequately  to  compensate 
residents  in  training.  Today  stipends  paid  res- 
idents have  far  exceeded  my  expectations  and 
somewhere  along  the  line  unified  measures 
will  have  to  be  instituted  to  stem  the  tide.  At 
a recent  meeting  of  chairmen  of  orthopedic 
training  programs,  grumbling  on  this  topic 
was  loud  and  clear,  and  many  were  ready  to 
tliscu.ss  measures  to  bring  resident  stipends  to 
reasonable  levels. 


6,5  Bergen  .Street 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  \"aliuni 
(diazepam)  pait  of  \ oiir  treatment 
plan,  check  on  w hether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  w hat  his  response  has 
been.  Along  w ith  the  medical  and 
scK'ial  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  X'alium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  snould  be  prescribed  only  as  long 
as  excessi\  e ps\x'hic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  ed,  \ alium  is  w ell 
tolerated  (see  Dosage).  For  con- 
yenience  it  is  ayailable  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
ha\x  been  the  most  commonly  re- 
ported  side  effects. 

Until  response  is  determined, 
latients  receiv  ing  \ alium  should 
X cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints u hich  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  l(Kal  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  u ith  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  retjuiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  mav  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  follow  ing 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone  , 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi-  I 
turates,  MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  w ith  latent  depression,  or  w ith  suicidal  | 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in  ' 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  ; 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon-  ' 

tinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased  I 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug.  | 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood  || 

counts  and  liver  function  tests  advisable  during  long-term 
therapy.  I 

Dosage:  Individualize  for  maximum  beneficial  effect. 

Adults:  Tension,  anxiety  and  psvchoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  | 
then  5 mg  t.i.d.  or  q.i.d.  as  neecied;  adjunctively  in  skeletal  ' 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  T 

convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or  ' 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

I to  2*/2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  \’alium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-Ii-Dose®  packages  of  1000. 


Wium* 

(diazepam) 


To  help  you  manage  excessive  psychic  tension 


YOU 
CAN 
MAKE  A 
DIFFERENCE 


Overcrowding,  unemployment,  discrimination  and  hunger  con- 
tribute to  mental  illness.  They  also  serve  as  barriers  between  the 
poor  and  proper  diagnosis  and  effective  treatment  of  mental  illness. 

The  National  Association  for  Mental  Health  is  committed  to 
tackling  the  problems  of  the  disadvantaged,  by  helping  them 
secure  the  benefits  of  advances  in  the  prevention,  diagnosis  and 
treatment  of  health  problems. 

Your  Mental  Health  Association  is  working  to  ensure  that  services 
for  the  mentally  ill  are  provided  in  areas  where  they  are  needed 
the  most. 


JOIN  AND  SUPPORT  YOUR 
MENTAL  HEALTH  ASSOCIATION 

Citizens  Who  DO  Make  A Difference 
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Our  Executive  Director  here  highlights  the  many- 
faceted  challenges  to  today’s  physician. 


The  Many  Worlds  of 
Today’s  Physician* 


Richard  I.  Nevin/Trenton 

Once  again  through  your  kindness  I have  the 
privilege  of  extending  to  you  the  official  and 
hearty  greetings  of  The  Medical  Society  of 
New  Jersey,  its  compliments  for  your  splen- 
did work  in  the  year  now  closing,  and  its 
earnest  wishes  for  the  success  of  all  your  un- 
dertakings in  the  year  that  is  about  to  begin. 

It  is  comforting  and  encouraging  to  realize 
that  not  only  are  you  as  individuals  devoted 
to  your  chosen  members  of  the  medical  pro- 
fession, but  you  are  ready,  as  an  organized 
group,  to  aid  our  members,  your  husbands 
and  brothers,  in  all  that  they  do  and  strive  to 
do. 

^Vith  every  passing  year,  even  with  every 
jxissing  day,  I am  overwhelmed  by  the  con- 
sciousness of  the  immensity  of  the  scope  and 
number  of  things  that  physicians  today  are 
being  called  upon  to  do.  Time  was  when 
physicians  merely  had  to  spend  themselves  in 
striving  to  restore  the  sick  to  health.  Now 
they  are  expected  not  only  to  do  that — but 
to  snatch  them  from  the  clutches  of  Death 
itself  at  times,  and  to  so  restore  them  that  no 
lingering  impairmants  of  health  or  limita- 
tions of  function  persist.  If  they  do  so  persist, 
the  hapless  physicians  face  the  bedevilment 
of  malpractice  actions. 

Today’s  physicians  are  also  expected  to  keep 
the  well  from  falling  ill,  even  though  patients 
in  many  instances  refuse  to  adhere  to  the 
rules  for  li\  ing  that  their  physicians  lay  down 
as  basic  for  the  preservation  of  health. 


Physicians  today,  especially  under  governmen- 
tal programs,  are  being  called  upon  to  see 
increasing  numbers  of  patients  of  all  kinds 
but  are  cautioned  that,  while  the  quality  of 
medical  care  must  be  maintained  and  ade- 
quate levels  of  services  delivered,  there  must 
be  stringent  limitation  of  costs.  To  this  end, 
physicians’  incomes  are  unfairly  governed  and 
controlled,  and  they  are  required  to  have 
available  lists  of  their  basic  professional 
charges,  presumably  to  stimulate  the  money- 
wary  patient  not  to  patronize  the  physician 
whose  charges  exceed  those  of  other  physicians 
in  his  neighborhood. 

In  their  spare  time,  physicians  are  urged  to 
participate  in  community  health  planning  at 
all  levels,  to  assuage  the  demands  of  politi- 
cians and  consumers  alike,  and  to  find  a 
means  of  overcoming  drug  addiction  and 
rampant  venereal  disease  by  the  use  of  every 
therapeutic  modality  except  the  imposition 
ujxm  the  errant  patient  of  the  obligation  to 
make  heroic  efforts  at  self-denial  and  self- 
control. 

■W'e  live  in  an  age  when  one  of  the  popularly 
acce|Jted  goals  that  eilucation  and  societv 
urge  iqjon  the  individual  is  “self-fulfillment.” 
Unhappily  this  term  “self-fulfillment”  is  too 
often  taken  to  mean  “doing  whatever  you 
want  to  do,”  “having  your  own  way,”  “doing 
your  thing.”  “indulging  yourself.”  It  is  as 
though  self-fulfillment  were  to  be  realized 
only  by  the  unrestricted  indulgence  of  the 

•.Address  to  the  General  Session  of  the  AVoinan’s 
.Auxiliary,  May  8,  1972,  Atlantic  City.  Mr.  Nerin  is 
F.xectitive  Director  of  The  Medical  Society  of  New 
Jersey. 
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individual’s  appetites  and  desires.  It  fails  to 
take  into  account,  however,  that  universal  in- 
discipline inevitably  produces  universal  dis- 
content, disorder,  and  discord.  We  are,  by 
slow  degrees,  learning  this  truth  by  harsh  ex- 
perience. 

Recently  I found  myself  thinking  of  today’s 
physicians  and  the  myriad  challenges  that  so- 
ciety, legislators,  and  people  call  upon  them 
to  meet,  as  I listened  to  the  hit  song  from 
The  Man  of  La  Mancha — "The  Impossible 
Dream.”  It  seems  to  me  that  doctors  are 
being  cast  today  in  the  role  of  Don  Quixote, 
who  has  been  described  as  one  whose  mind  is 
so  crazed  by  reading  romances  of  chivalry 
that  he  believes  himself  called  upon  to  re- 
dress the  wrongs  of  the  whole  world.  Because 
his  mind  was  muddled,  Don  Quixote  spent  his 
energies  in  a series  of  impractical  escapades 
that  could  not  hope  for  successful  eventua- 
tion.  His  spirit  was  willing  but  his  judgment 
was  weak  . . . that  is  why,  as  the  song  suggests, 
the  quest  to  which  he  dedicated  himself  was 
foredoomed  to  failure  ...  it  was  impossible. 

Maybe  some,  if  not  most,  of  the  goals  being 
forced  upon  physicians  of  today  are  quixotic 
and  impractical.  Miguel  Cervantes  had  his 
reasons  for  creating  the  character  and  the 
droll  absurdities  of  Don  Quixote’s  life.  One 
explanation  is  that  Cervantes  wanted  to 
create  an  ironic  story  of  an  idealist  frustrated 
and  mocked  in  a materialistic  world.  But  our 
physicians  live  in  a real  world  and  are  real 


people.  If  society  burdens  physicians  with 
quests  that  cannot  come  off,  with  goals  that 
cannot  be  attained,  then  the  result  will  be 
disenchantment  of  physicians,  abandonment 
of  their  ideals  and  dedications,  and  capitula- 
tion to  the  contagions  of  a cynical  and  unas- 
piring world.  . . . This  we  must  not  let  happen 
— not  to  the  kind  of  physicians  we  both  know 
and  love. 

That  is  where  you  of  the  Auxiliary  can  serve 
Medicine  and  your  particularly  beloved  phy- 
sician magnificently.  Encourage  them  not  to 
succumb  to  the  growing  popular  sense  of  frus- 
tration, of  pessimistic  hopelessness. 

We  may  be  imprisoned  in  a frame  of  time  but 
w'e  as  individuals  are  still  essentially  free. 

“When  I have  a freedom  in  my  love 
And  in  my  soul  am  free, 

Angels  alone  that  soar  above 
Enjoy  such  liberty.” 

There  is  a Woman’s  Lib  job  for  each  of  you 
to  do  with  all  your  hearts.  Keep  the  heart  of 
Medicine  high,  and  if  you  are  inclined  to 
sing  a song  to  your  husband,  son,  or  brother, 
to  fortify  his  spirit  against  the  mood  of  these 
times,  let  it  be 

Climb  every  mountain 
Ford  every  stream 
Follow  every  rainbow 
Till  you  find  your  dream! 

That  is  possible  . . . you  can  help  prove  that 
it  is. 


P.O.  Box  904. 


Precoronary  Care 


An  article  which  discusses  the  mechanism  of 
sudden  death  from  coronary  atherosclerotic 
heart  disease  and  identifies  some  of  the  sig- 
nificant prodromes  has  been  recently  reprint- 
ed. Entitled  ‘‘The  Concept  of  Precoronary 
Care,”  the  article  identifies  early  precursors  of 
a heart  attack,  suggests  the  method  of  han- 
dling them  adequately  and  immediately.  A 
unified  plan  to  reduce  sudden  death  ‘‘must 


involve  the  best  efforts  of  cardiologists,  bioen- 
gineers,  epidemiologists,  and  community  med- 
ical planners,”  according  to  the  authors,  Ber- 
nard Lown,  M.D.,  and  William  Ruberman, 
M.D. 

Reprints  may  be  obtained  through  the  Amer- 
ican Heart  .Association,  44  East  23rd  Street, 
New  York  10010. 
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HALL-BROOKE  FOUNDATION,  INC. 

A non-profit  organization  dedicated  to  community  health  care  and  education. 

Elisabeth  Solomon  Albert  M.  Moss,  M.D. 

Executive  Director  Medical  Director 


HALL-BROOKE  HOSPITAL 

A JCAH  accredited  hospital  for  care  and  treat- 
ment of  psychiatric  disorders  within  a therapeutic 
community. 

Leo  H.  Berman,  M.D., 

Director  of  Professional  Services 


HALL-BROOKE  SCHOOL 

A special  educational  facility  for  adolescents  of 
high  school  age  who  are  in  psychiatric  treatment. 

Edgar  J.  Appelman, 

Director 


47  Long  Lots  Road 
Westport,  Connecticut  06880 
Telephone:  (203)  227-1251 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 
Nicin 


CAPSULES 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 

CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement 

Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INOICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 

Write  tor  literature  and  samples  . . . 

(BRoil»JJfcTug  brown  pharmaceutical  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

■AVAIUSLE  ON  NEBUEST:  Ronald  I.  Goldbers.  M.O.  & Franklin  I.  Shuman.  M O. 
Oouble-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964. 


\’OL.  70-XUMBKR  1-JAM  AR\  . 1973 


57 


“Prescribe  With  Confidence” 

KATES  BROS. 

SCIENTIFIC  SHOE  FITTING 


A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  . CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


400  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 
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Glucagon  may  he  a icarehouse  of  releasable  blood 
sugar  lelien  needed. 


Special  ^>^rticie 

Is  Low  Blood  Sugar  Necessary?* 


George  A.  Sheehan,  M.D.,  Red  Bank 


I he  tuel  content  of  an  ordinary  150-ponnd 
hinnan  being  is  approximately  166,200  calo- 
ries; 1,200  in  carbohydrates,  25,000  in  protein, 
and  I 10,000  in  fat.  Yet  this  150-ponnd  hinnan 
being  fortified  by  extra  calories  at  breakfast 
must  have  a coffee  break  two  or  three  hours 
later  or  get  the  vapours. 

Why?  The  answer,  as  all  readers  of  .\dele 
Davis  know,  is  low  blood  sugar.  You,  me,  and 
Mr.  and  Mrs.  George  Spelvin  down  the  street 
all  ha\  e low  blood  sugar.  It  comes,  if  you  read 
Miss  Davis,  from  eating  the  wrong  breakfast. 
Or,  if  you  go  along  with  veteran  marathoner 
Aldo  Scandurra,  from  eating  breakfast  at  all. 

“When  I get  up  the  day  of  the  Boston  Mara- 
thon,” Scandurra  once  told  me,  “I  don’t  eat  at 
all.  I lake  a large  glass  of  hot  water,  have  a 
bowel  movement,  and  I’m  ready  for  that  race 
at  noon.”  And  what  about  energy  for  that 
long  26  miles?  “I  have  enough  already  stored 
up,”  he  replied,  “There’s  no  .sense  upsetting 
my  system  with  more.” 

Scandurra  is  physiologically  correct.  In  the 
fasting  ])erson  the  blood  sugar  stays  in  a 
straight  line  well  within  the  normal  range. 
Only  after  a meal  does  it  rise  thereby  calling 
for  an  outpouring  of  insulin,  a hormone  of 
energy  storage.  And  when  the  insulin  accom- 
plishes this  task  the  sugar  level  drops  and  we 
usually  know  it.  How?  Well  you  feel  as  if  you 
need  a coffee  break.  More  specifically,  that 
could  range  from  fatigue  and  yawning  and 
actual  drowsiness  on  one  side  of  the  coin,  or  a 
feeling  of  jitteryness  or  a light  sweat  on  the 
other. 

The  treatment,  for  those  who  haven’t  protect- 
ed themselves  rvith  Miss  Davis’  high  protein 
diet,  is  usually  java  and  a Danish.  Other 
thera])ies  include  all  those  c|inck-energy  foods 


and  candies  and  drinks  we  see  advertised  in 
the  press  and  on  TV.  The  effect  is  almost 
immediate.  Zing  goes  the  blood  sugar  back  up 
and  even  past  normal.  This  again  calls  on  the 
insulin  to  deposit  the  extra  calories.  And  thus 
we  go  on  and  on  depositing  high  octane  fuel 
in  an  already  full  tank.  Depositing  fat  on  top 
of  fat.  ’iVhen  all  we  had  to  do  was  call  on  the 
energy  we  already  had  stored  for  use. 

Can  this  be  done?  Can  low  blood  sugar  be 
cured  without  diet  or  treated  without  jelly 
sandwiches,  candy  bars,  and  fruit  juice.  Can 
we  raise  our  blood  sugar  any  time  we  want  to? 
Why  not?  Children  and  athletes  do.  What  do 
grammar  .school  students  do  at  10:. SO  in  the 
morning  when  they  get  the  same  feeling  that 
sends  grown  men  and  housewives  to  the  snack 
bar  and  the  kitchen?  They  have  recess.  7'hey 
get  out  and  raise  a sweat  and  in  the  process 
elevate  their  l^lood  sugar.  They  come  back  to 
the  classroom  renewed  and  intelligent;  becom- 
ing more  docile,  more  teachable — a trans- 
formation and  a physiological  one.  And  what 
of  the  athlete? 

He  too  has  the  same  meal.  He  has  been  atl- 
vised  to  base  a relatively  high  carbohvdrate 
meal  before  his  event.  If  nothing  else,  it  is 
more  easily  digested.  I’hen  he  waits  the  two  to 
three  hours.  Insulin,  the  hormone  of  energy 
storage,  is  doing  its  work.  His  blood  sugar 
starts  down.  He  begins  to  yawn  (spectators 
mistakenly  marvel  at  how  casually  he  seems  to 
be  taking  the  race)  or  gets  into  a light  clam- 
my perspiration.  Does  he  then  look  around 
for  food,  something  to  raise  his  blood  sugar? 
Of  course  not.  He  knows  he  is  now  ready  to 
release  this  power  he  has  crammed  into  his 
muscles  and  liver.  That  is  what  these  feelings 


‘Reprinted  from  The  Daily  Register,  Red  Bank,  New 
Jersey.  March  8,  1972. 
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mean  to  an  athlete.  So  he  does  the  only  ap- 
propriate thing,  the  natural  thing  for  the  hu- 
man animal  to  do.  He  goes  into  physical  ac- 
tion. That  action,  for  reasons  we  did  not  knotv 
until  recently,  has  to  be  intense  enough  to 
cause  sweating  and  prolonged  enough  to  call 
on  what  Walter  Cannon  described  as  that 
“miraculous  refreshment  and  renewal  of  vig- 
or,” the  second  wind. 

We  now  read  that  there  is  a good  scientific 
reason  for  all  of  this.  That  the  pancreas 
which  produces  insulin,  a hormone  of  energy 
storage,  also  produces  glucagonf  a hormone 
of  energy  release.  Further  that  when  the  ath- 
lete exercises,  he  stimulates  the  production  of 
glucagon.  With  the  lesult  that  all  the  fuel  he 
has  stashed  aivay  in  the  last  meal,  and  the 


tl'nger,  Roger;  Aeie  Euglond  Journal  oj  Medicine, 
285:448  (.‘\iigiist)  1971. 


past  week,  and  the  past  year,  if  necessary,  be- 
gins to  pour  out  into  the  blood  and,  voila,  the 
blood  sugar  rises. 

There  is  a time,  as  the  Bible  says,  for  every- 
thing. There  is  a time  for  low  blood  sugar. 
There  is  a time  for  high  blood  sugar.  There  is 
a time  for  insulin.  There  is  a time  for  gluca- 
gon. They  are  part  of  the  design  of  the  itni- 
verse.  A design,  as  Bucky  Fuller  says,  planned 
before  all  time  by  a supreme  intelligence. 

Adele  Davis  is  partly  right.  Man  was  not 
made  to  li\e  b)  refined  sugars — only  partly. 
Man  was  born  to  be  active.  Insulin  exists  to 
store  energy  needed  for  that  activity.  And  glu- 
cagon exists  to  release  it.  But  only  the  child 
and  the  athlete,  who  is  the  child  growm,  knew 
that.  Nature  does  not  give  up  her  secrets  easi- 
ly. And  hardly  ever  to  guys  who  take  coffee 
breaks. 


The  Acceptability  of  Suicide 


.Although  suicide  is  taboo  in  American  soci- 
ety, some  people  have  latent  attitudes  of  ac- 
ceptance tow^ard  it.  Thus,  Michael  L.  Connell, 
M.D.,  former  Assistant  Professor  of  Psychiatry 
at  Tulane  University,  reported  on  research 
supported  by  HEW’s  National  Institute  of 
.Mental  Health.  The  study  was  one  of  the  first 
attempts  to  develop  a technic  to  measure  the 
“suicidality”  of  a non-clinical  population. 

Dr.  Connell  surveyed  50  randomly-selected 
college  undergraduates,  50  physician.s,  and  50 
college  alumni,  all  living  in  the  same  area. 
The  physicians  were  surveyed  because  they 
arc  “gatekeepers  and  helpers”  for  potential 
suicides,  and  because  they  themselves  rep- 
resent a high-risk  group.  The  alumni  formed 
a comparison  group. 

I o the  question,  “A  person  has  a right  to  take 
his  own  life — true  or  false?”  60  per  cent  of  the 
undergraduates  answered  “true,”  58  per  cent 
of  the  pliysicians  answered  “false,”  and  64  per 


cent  of  the  alumni  answered  “false.” 

The  circumstances  under  which  suicide  was 
considered  understandable  varied  among  the 
three  groups.  If  the  act  was  harmful  to  others, 
students  tended  to  modify  their  view  that 
suicide  was  a right.  When  the  physicians  felt 
suicide  might  be  justifiable,  it  was  in  circum- 
stances of  hopeless,  prolonged  illness,  social 
isolation,  and  great  suffering.  The  alumni  in- 
dicated fewer  circumstances  under  which 
suicide  could  be  considered  justified,  and  were 
more  against  it  on  moral  or  ethical  grounds. 
One  of  the  strongest  deterrents  to  suicide  is 
religious  belief. 

Dr.  Connell  found  that  more  than  half  the 
total  sample  of  this  educated  population  had 
personally  considered  suicide  at  one  time  or 
another,  and  suggested  that  suicide  may  be 
growing  less  unacceptable  socially.  If  so,  he 
hypothesizes  that  an  increase  in  suicide  rates 
in  the  coming  years  may  be  expected. 
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Special  Session 
House  of  Delegates 

Two  hundred  eighty-four  delegates  from  the 
twenty-one  county  societies  and  sixteen  fellows 
and  officers  of  MSNJ  participated  in  the  spe- 
cial session  of  the  House  of  Delegates  held  on 
December  10,  1972  in  Trenton.  The  session 
was  called  in  consequence  of  adoption  of  Reso- 
lution :^26  (Union  County)  by  the  House  of 
Delegates  at  the  206th  Annual  Meeting  last 
May.  That  resolution  empowered  the  Council 
on  Public  Relations  “to  conduct  a survey, 
which  shall  include  open  hearings  in  each  of 
the  five  judicial  districts,  to  ascertain  from 
the  members  their  thinking  on  the  subjects 
of:  (1)  formation  of  a medical  union;  (2)  im- 
plementation of  an  articulate,  aggressive  pub- 
lic relations  program;  (3)  the  function  of 
JEMPAC;  and  (4)  other  pertinent  subjects  for 
the  benefit  of  members  of  MSNJ  . . . and  re- 
port its  findings  to  a special  session  of  the 
House  of  Delegates  in  the  fall  of  1972.” 

Hearings  were  held,  with  the  following  per- 
centages of  members  of  the  five  districts  in 
attendance:  first — 2.4;  second — 0.9;  third — 
1.5;  fourth — 2.0,  and  fifth — 4.0.  The  over-all 
average  was  2.16  per  cent.  Survey  ballots  were 
mailed  on  October  16  to  8,226  members;  2,609 
were  returned,  for  a percentage  of  31.7. 

Significant  results  of  the  ballot,  in  summary, 
were  as  follows:  1,696  indicated  their  interest 
in  the  establishment  of  a union  or  guild  for 
purposes  of  negotiations;  1,700  indicated  ap- 
proval of  the  establishment  of  a foundation; 
795  indicated  approval  of  the  establishment 
of  HMO’s,  but  1,533  voted  to  disapprove  such 
establishment;  1,089  approved  the  prompt  es- 
tablishment of  an  articulate  and  aggressive 
public  relations  program,  supported  by  an 
annual  budget  of  up  to  |15  per  capita. 

President  William  J.  D’Elia,  AED.,  gaveled 
the  session  to  order  precisely  at  1 1 a.m.  The 


invocation  was  delivered  by  Reverend  Wat- 
son E.  Neiman,  M.D.  After  some  brief  re- 
marks with  reference  to  the  hearings  and  the 
sur\'ey,  the  President  turned  over  the  meeting 
to  Henry  J.  Mineur,  M.D.,  Speaker  of  tlie 
House,  and  Edward  Eoord,  M.D.,  \’ite- 
Speaker. 

Discussion  for  the  first  two  hours  centered 
about  a resolution  distributed  by  a delegate 
from  Union  County  which  read: 

“Resolved  that  The  Medical  Society  of  New  Jeiscs 
cooperate  in  the  formation  of  a physicians’  guild.” 

Finally,  by  a standing  vote  the  House  re- 
jected the  measure — 167  to  108. 

The  House  next  turned  its  attention  to  con- 
sideration of  a resolution  submitted  by  the 
Core  Committee  on  the  Foundation  Approach 
to  Medical  Care.  The  resolveds,  as  amended 
from  the  floor,  read  as  follows: 

'I'liat  The  Medical  Society  of  New  Jersey  proceed 
with  all  deliberate  speed  to  establish,  as  a separate 
corporate  entity,  a New  Jersey  Foundation  for  Health 
Care  Evaluation,  to  which  all  physicians  licensed  to 
practice  in  New  Jersey  may  belong  and  in  which 
membership  is  voluntary; 

That  as  soon  as  the  Foundation  is  organized  it  shall 
begin  negotiations  with  the  Secretary  of  HE\V  for 
recognition  as  the  Professional  Standards  Review  Or- 
ganization for  the  State  of  New  Jersey;  and 

That  as  a requirement  for  consideration  of  problems 
all  insurance  carriers  and  third  parties  be  obligated 
to  accept  the  rulings  of  this  Foundation  in  reference 
to  decisions  on  health  care  e\aluation  and  usual  and 
customary  fees  for  service. 

The  amended  resolution  tvas  atlopietl  by 
voice  vote. 

A resolution  from  Essex  County,  which 
recommended  establishment  of  a membership 
inquiry  and  complaint  mechanism,  was  con- 
sidered next.  The  resolution  was  amended 
from  the  floor  and  was  adopted  by  voice  vote. 
The  new  mechanism  is  being  established  to 
deal  more  effectively  tvith  third  party  insur- 
ance carriers  and  gosernment  medical  pro- 
grams as  they  affect  the  practices  of  our  mem- 
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bers.  Four  specific  committees  of  the  Society 
are  called  lor  to  meet  directly  with  representa- 
tives of  Medicare,  Medicaid,  Blue  Shield,  and 
other  health  insurance  carriers.  These  four 
committees  will  be  composed  of  at  least  one 
member  from  each  judicial  district.  A report 
form  was  adojited,  as  an  attachment  to  the 
resolution,  and  Avill  be  used  in  the  future  by 
the  members  for  the  submission  of  their  com- 
plaints. 


As  a final  action,  tlie  House  voted  to  adopt 
the  following  resolution  offered  by  the  Chair- 
man of  the  Council  on  Public  Relations, 
Howard  I).  Slobodien,  M.D.: 

Resolved  that  the  Council  on  Public  Relations  develop 
promptly  an  articulate,  aggressive  public  relations 
program  to  be  supported  by  an  annual  budget  of  up 
to  $15  per  capita. 

The  session  teas  adjourned  at  3:15  p.m. 


Trustees'  Minutes 

November  19,  1972 

.\  regular  meeting  of  the  Board  of  Trustees 
was  held  on  November  19,  1972,  at  the  Execu- 
tive Offices  in  Trenton.  Detailed  minutes  are 
on  file  with  the  secretary  of  your  county  medi- 
cal society.  A summary  of  significant  actions 
follows; 

Luke  A.  Mulligan , M.D.  . . . Observed  a mo- 
ment of  silent  prayer  in  tribute  to  the  memo- 
ry of  Dr.  Luke  .A.  Mtilligan,  w’ho  died  on 
October  26,  1972. 

. . . Adopted  the  following  memorial  resolu- 
tion and  authorized  a .$50  contribution  to  the 
Medical  Student  Loan  Fund  in  memorv  of 
Dr.  Midligan: 

LUKE  ALOYSIUS  MULLIGAN,  M.D. 
1902-1972 

5Vhcreas,  Almighty  God  has  summoned  from  our  midst 
his  gocHl  servant  and  our  beloved  colleague.  Luke 
Aloysius  Mulligan,  M.D.;  and 

tVhereas,  as  mcmbCT  and  Chairman  of  the  Board  of 
I rusiees  of  The  Medical  Society  of  New  Jersey,  mem- 
ber of  numerous  committees,  Chairman  of  the  Com- 
mittee on  Medical  Student  l.oan  Fund  and  of  the 
Committee  on  Medicine  and  Religion,  and  Delegate 
to  the  American  Medical  Association,  Doctor  Mulligan 
rendered  uniformly  high  and  valuable  service  to  The 
Medical  Society  of  New  Jersey  and  the  people  of  our 
State;  and 

Whereas,  his  generous  spirit  led  him  to  give  further  of 
himself  as  member  and  President  of  the  State  Board 
of  Mcflical  Examiners  and  memher  of  the  State  Hos- 
pital .Advisory  Council;  and 


Whereas,  by  his  industry,  understanding,  dependa- 
bility, and  kindness  he  w'on  the  affectionate  esteem  of 
all  who  knew  him;  now  therefore  be  it 

RESOLVED,  that  The  Metiical  Society  of  New  Jersey, 
honoring  Luke  Aloysius  Mulligan,  M.D.,  in  death  as 
iti  life,  records  its  profound  grief  at  his  passing;  and 
be  it  furtber 

RESOLVED,  that  a copy  of  this  resolution  be  spread 
upon  the  minutes  of  this  meeting  and  that  another 
copv,  suitably  prepared,  be  presented  to  his  bereaved 
widow  in  token  of  heartfelt  sympathy. 

AMA  Xational  Leadership  Conference  . . . 
Empowered  the  President  to  name  four  rep- 
resentatives to  attend  (with  exj^enses  paid) 
the  AMA  National  Leadership  Conference, 
February  16  to  18  in  Chicago. 

J'oluntary  Blood  Donations  . . . .\pproved  the 
following  recommendation  from  the  Council 
on  Public  Relations: 

That  the  encouragement  of  increased  voluntary  blood 
donations  as  a continuing  project,  without  the  use 
of  paid  advertisements,  be  approved. 

Radio  Broadcasts  Under  Auspices  of  Com- 
ponent Medical  Societies  . . . Approved  the 
following  recommemlation  from  the  Council 
on  Public  Relations: 

That  the  Board  of  Trustees  approve  the  initiation 
of  a taped  radio  broadcast  program,  and,  if  neces- 
sary allocate  necessary  additional  funds  to  support  tbe 
Council’s  budget. 

Golden  Merit  Aivard  Ceremony  . . . .\pproved 
a recommendation  (as  amended  by  the 
Board)  from  the  Annual  Meeting  Committee 
that  the  GM.\  ceremony  be  scheduled  .Sun- 
day, May  13,  1973,  as  part  of  the  General 


()2 


LHE  JOURNAL  OF  THE  MEDICAL  .SOCIEEY  OF  MAY  JF.RSIA’ 


Session;  that  the  awards  be  made  iollowing 
the  addresses  of  the  President  and  President- 
Elect,  \vhich  will  be  presented  at  the  conclu- 
sion of  the  Election  session  of  the  House  of 
Delegates;  and  that  immediately  following  the 
bestowal  of  these  awards  a reception  be  held 
for  the  recipients  and  their  families. 

Annual  Meeting  Daily  Schedule  . . . Ap- 
proved the  proposed  daily  schedule  of  the 
207th  Annual  Meeting  of  The  Medical  Soci- 
ety of  New  Jersey  (see  page  1053,  December 
1972  issue  and  page  72,  this  issue). 

Section  on  Physical  Medicine  and  Rehabilita- 
tion . . . Approved  the  following  recommen- 
dation from  the  Annual  Meeting  Committee 
which  had  been  requested  by  the  Chairman  of 
MSNJ’s  Section  on  Rheumatism  and  the  New 
[ersey  Society  of  Physical  Medicine  and  Reha- 
bilitation: 

Tliat  a Section  on  Physical  Medicine  and  Rehabilita- 
tion be  established  within  the  framework  of  MSNJ’s 
scientific  sections,  and  that  a chairman  and  a secre- 
tary be  elected  to  serve  beginning  with  the  1974  An- 
nual Meeting. 

Professional  Conventioji  Management  Associ- 
ation . . . Authorized  the  Convention  Manag- 
er to  attend  (with  expenses  paid)  the  1973 
Joint  Conference  on  Medical  Conventions,  to 
be  held  in  Hollywood,  Florida,  January  3 to 
6,  1973. 

Society-Sponsored  Automobile  Insurance  . . . 
.Approved  the  following  recommendation 
from  the  Committee  on  Medical  Defen.se  and 
Insurance: 

That  the  Board  of  Trustees  approve  the  establishment 
of  a Society-sponsored  Automobile  Insurance  Program 
to  be  offered  to  members  of  MSN}  through  the  E.  & W. 
Blanksteen  Agency,  Inc.  and  underwritten  by  an  affili- 
ate of  tbe  Aetna  Life  & Casualty  Insurance  Company. 

Loss  Control  Program — Surcharge  Program 

O O 

. . . .A])])roved  the  following  changes  recom- 
mended by  the  Committee  on  Medical  De- 
fense and  Insurance: 

1.  That  the  carriers  may  settle  claims  of  established  lia- 
bility under  the  Loss  Control  Program  having  a value 
of  $.^,.500  or  less  without  submission  of  such  claims  to 
a medical  review  and  advisory  committee  review  pro- 
vided the  consent  of  the  defendant  is  first  obtained. 
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2.  That  a “non-defensible”  claim  shall  not  be  considered 
for  surebarge  consideration  if  its  value  is  $3, ,500  or  less. 

Peer  Rexnew  . . . Approved  the  “(niidelines 
for  Peer  Review  Procedures”  (.see  below)  ami 
forms  for  “Peer  Review  Committee  Informa- 
tion” anti  the  “Report  of  Reviewing  Physi- 
cian” as  recommended  by  the  .State  Peer  Re- 
view Committee. 

GU11)ELINE.S  FOR  PEER  REX’IEW  PROCIEDI  RES 

State  Peer  Review  Procedure 

The  State  Peer  Review  Committee  shall  have  as  its 
primary  responsibility  the  drafting  of  guidelines  for 
local  peer  review  committees.  Also,  the  .State  Peer  Re- 
view Committee  will  have  responsibility  for  over-all 
supervision  of  all  aspects  of  peer  review  in  the  State, 
exclusive  of  the  judicial  mechanism.  The  State  Peer 
Review  Committee  is  concerned  initially  with  hospitals, 
extended  care  facilities,  and  nursing  homes.  In  a later 
phase,  the  entire  program  should  embark  on  ])cer 
review  of  ambulatory  care. 

Local  (comity)  Peer  Revieu'  Committees 

Local  peer  review  committees  shall  be  formed  by  eacb 
county  medical  society.  If  the  smaller  societies  so  de- 
sire, they  may  join  with  neighboring  county  medical 
.societies  of  the  same  judicial  district  to  form  a local 
peer  review  committee. 

Larger  counties  may  find  it  necessary  to  form  more 
than  one  local  peer  review  committee.  Local  peer  re 
view  committees  shall  consist  of  at  least  five  members 
with  any  number  of  non-voting  consultants.  It  sball 
be  the  function  of  the  local  peer  review  committee  to 
supervise  and  advise  hospital,  extended  care  facility, 
and  nursing  home  peer  review  committees. 

No  more  than  one  member  of  a given  institutional 
peer  review  committee  shall  hold  membershij)  on  the 
local  peer  review  committee.  Where  there  are  seteral 
hospitals  in  the  county,  it  is  conceivable  that  the  local 
peer  review  committee  could  consist  of  (for  instance) 
the  chairmen  of  the  various  hospital  peer  review  com- 
mittees. 

Purpose 

Peer  Review  is  an  educational,  not  a punitive,  process 
designated  to  improve  practice  patterns  through  the 
education  of  physicians.  The  mechanism  shall  recog- 
nize both  the  rights  of  the  physician  and  the  right  of 
the  purchaser  of  medical  care  to  reasonable  value  for 
monies  expended. 

.Since  the  functions  of  all  peer  review  committees  are 
to  study  and  evaluate  quantity,  quality,  and  costs  of 
medical  care,  and  since  at  present  we  are  concerned 
mainly  with  hospital  patients,  the  State  Peer  Review 
Committee  feels  that  all  hospitals  should  develop  and 
publicize  their  own  standards  and  patterns  of  care  for 
various  diagnoses.  The  methodology  by  which  review 
is  accomplished  will  vary  from  one  hospital  to  another. 
In  every  instance,  however,  the  review  should  be  a 
fact-finding  analysis  and  also  educational  in  nature. 
In  order  to  perform  an  effective  analysis  of  quality  of 
care  and  utilization  of  services,  some  criteria  must  be 
established  by  the  medical  staff.  In  developing  a‘i- 
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leria,  assistance  may  be  obtained  from  outside  agen- 
cies and  facilities  that  process  medical  record  data  for 
hospitals  and  compile  statistics  and  comparative  analy- 
ses. Once  established,  these  criteria  should  be  used  to 
make  comparisons  and  formulate  recommendations 
to  assure  cjuality  care  and  utilization.  The  adopted 
criteria  should  be  made  available  to  all  medical  .so- 
ciety peer  re\iew  committees. 


Acceptance  of  Cases 

No  individual  or  agency  shall  be  excluded  from  initi- 
ating a peer  review  process  except  by  determination  of 
the  local  peer  review  committee  that  the  matter  is 
proper  to  the  judicial  mechanism  because  the  pri- 
mary cause  for  the  claim  is  excessive  fees. 

Since  the  peer  review  committee  has  no  punitive 
powers,  it  must  seek  to  get  the  cooperation  of  the 
physicians  involved  in  the  matter  of  accepting  adjusted 
fees.  If  the  cooperation  is  not  forthcoming,  then  the 
local  peer  review  committee  should  discharge  itself 
of  the  processing  of  the  matter  and  refer  it  to  the 
county  judicial  committee. 


Cases  Excluded  from  Revieio 

If  outright  fraud  is  alleged,  or  the  possibility  of  fraud 
uncovered,  the  peer  review  mechanism  shall  not  in- 
vestigate or  attempt  to  make  a decision  because: 

1.  Carriers  and  governmental  agencies  have  investi- 
gator)' personnel  to  pursue  such  investigations,  and 
medical  societies  do  not  have  such  personnel. 

2.  The  matter  most  probably  will  go  to  court  and  the 
peer  review  mechanism  should  not.  and  does  not  at- 
tempt to,  pre-empt  the  function  of  the  courts. 

■S.  Adequate  laws  concerning  fraud  exist  in  state  and 
federal  statutes  and  are  written  into  government- 
funded  health  care  programs. 


Appeal  Mechanism 

Within  45  days  of  the  formal  announcement  of  its 
decision  by  the  local  peer  review  committee,  an  ap- 
peal from  the  uttered  decision  may  be  made  in  writing 
to  the  State  Peer  Review  Committee. 


Summarization  of  Activities  and  Findings 

In  addition  to  the  functions  and  operations  previously 
discussed,  each  local  peer  review  committee  should 
note  the  patterns  of  care  evolving  within  its  specific 
area,  particularly  the  weaknesses  and  quality  of  the 
delivery  of  health  care  that  are  evidenced.  Specific 
recommendations  should  be  made  to  the  institutions 
involved.  These  areas  should  be  closely  observed  as 
should  the  remedial  actions  which  are  undertaken  so 
that  empirical  data  of  the  effectiveness  of  the  peer 
review  system  as  an  appropriate  mechanism  for  im- 
proving the  delivery  of  health  care  and  its  role  as 
an  educational  tool  can  be  properly  evaluated.  The 
local  peer  review  committee  should  file  a report  on 
these  observations  every  six  months  with  the  State 
Peer  Review  Committee. 

The  State  Peer  Review  Committee  shall  review  and 
collate  the  various  materials  forwarded  to  it.  Problem 
areas  not  merely  local  in  nature  shall  be  specifically 
noted  and  brought  to  the  attention  of  all  local  peer 


review  committees.  Matters  which  are  purely  local 
in  nature  shall  be  brought  to  the  attention  of  the 
proper  local  peer  review  committee  with  recommenda- 
tions for  correcti\e  measures. 

Confidentiality  shall  be  maintained  throughout  the 
peer  review  mechanism.  Records  will  be  made  availa- 
ble only  to: 

1.  Review  committee  members 

2.  Consultants  to  peer  review  committees 

3.  Executive  personnel  directly  involved  with  the  peer 
review  administration 

4.  Individuals  reviewed  and  third  party  payers 

5.  Legal  advisors 

6.  Others  authorized  by  the  State  Review  Committee 

Foundation  Medical  Care  . . . Accepted  with 
commendation  the  report  of  the  Core  Com- 
mittee on  the  Foundation  Approach  to  Medi- 
cal Care,  whose  consensus  was  that  MSN.I 
should  establish  such  a foundation. 

. . . Directed  that  a resolution  from  the  Core 
Committee,  which  calls  upon  MSNJ  to  pro- 
ceed with  the  establishment,  as  a separate  cor- 
porate entity,  of  a New  Jersey  Foundation  for 
Health  Care  Evaluation,  be  referred  to  the 
Special  Session  of  the  House  of  Delegates  on 
December  10.  (See  page  01,  this  issue) 

Board  of  Medical  Examiners’  Administratwe 
Regitlations  . . . Directed  that  Legal  Counsel 
prepare  and  present  to  the  Secretary  of  the 
Board  of  Medical  Examiners  critical  com- 
ments on  the  Board  of  Medical  Examiners’ 
“Proposed  Rules  on  General  Administrative 
Regulations,”  expressing  the  official  reaction 
of  the  Board  of  Trustees  of  MSNJ. 

. . . Authorized  the  Secretary  of  MSNJ  to  add 
to  the  communication  to  the  Board  of  Medi- 
cal Examiners  further  observations  that  would 
reflect  the  thinking  of  the  members  of  the 
Board  of  Trustees  as  licensed  physicians. 

Hospital  Research  and  Educational  Trust  of 
New  Jersey  (HRET)  . . . Endorsed  the  appli- 
cation of  the  Hospital  Research  and  Educa- 
tional Trust  of  New  Jersey  for  a research  and 
development  grant  from  the  federal  govern- 
ment for  a cooperative  federal-state-local 
health  statistics  system  for  New  Jersey,  and 
directed  that  HRET  be  so  informed. 
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All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C. 


Man  cannot. 


Homo  sapiens  can  neither  synthesize  vitamin 
C nor  store  the  water  soluble  vitamins.  They 
have  to  be  replenished  every  day. 

Normally,  man  aocomplishesthis  in  his  daily 
diet.  But  under  conditions  of  illness,  stress,  in 
convalescence  or  following  surgery,  vitamin 
stores  may  be  depleted  or  metabolic  demands 

SURBEX-r 


increased. 

In  such  cases,  Surbex-T  may  be  indicated. 
Each  tablet  provides  500  mg.  of  vitamin  C 
plus  high  potency  B-complex. 

Where  nutritional  status  must  be  preserved, 
Surbex-T  can  help  restore  what  the  body  can 
not  store.  211399 


Restores  what  the  body  cannot  store— the  water-soluble  vitamins. 


Ampicillin,  Carbenicillin,  Oxacillin... 

IMAGINE  YOUR  PRACTICE 
WITHOUT  THEM 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totaclllln  (ampicillin  trihydrate) 

Pyopenldisodium  carbenicillin) 

Bactoclll(sodium  oxacillin) 


and  more  to  come 


Beecham-Massenglll 
Pharmaceuticals  CSD 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./ 5 cc.  and  250  mg./ 5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injeaion  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


Communicable  Diseases  in 
New  Jersey 

The  following  communicable  diseases  were 


re|x>rted  to  the  Division  of  Laboratories  and 


Epidemiology'  during 

November 

1972: 

1972 

1971 

November  November 

Aseptic  meningitis 

71 

7 

Primary  encephalitis 

6 

Hepatitis:  Total 

286 

344 

Infectious 

220 

254 

Serum 

66 

90 

Malaria:  Total 

0 

9 

Military 

0 

9 

Civilian 

0 

0 

Meningococcal  meningitis 

o 

2 

Mumps 

22? 

83 

German  measles 

17 

38 

Measles 

1 

58 

Salmonella 

98 

65 

Shigella 

40 

47 

Syphilis 

After  a seven-month  decline  (Decetnber  1971 
through  June  1972)  the  incidence  of  infectious 
syphilis  has  again  begun  to  rise.  Epidemiologic 
control  efforts  are  being  enhanced  with  the 
recent  addition  of  eleven  new  field  representa- 
tives. Prompt  rejxtrting  of  all  cases  of  syphilis 
is  imperative  in  epidemiologic  control  efforts. 
Case  reports  may  be  made  either  by  standard 
report  forms  or  by  calling  (609)  392-2020.  In 
addition,  any  physician  may  obtain  dark  field 
services  at  any  time  of  the  day  or  night  by 
calling  (609)  592-2020. 

The  following  is  a quick  reference  summary 
for  the  treatment  of  syphilis. 


Disease 

SYPHILIS 

(primary,  secondary  and 
latent  with  nonreactive 
spinal  fluid) 

SYPHILIS 

(early  latent  and  late 
latent  if  no  examination 
of  spinal  fluid  is  made) 

LATE  SYPHILIS 

(cardiovascular,  late 
benign,  and  neuro- 
syphilis) 


Drug 


Benzathine 
Penicillin  G 


Benzathine 
Penicillin  G 


Benzathine 
Penicillin  G 


CONGENITAL  SYPHILIS 

(Under  2 years’  duration)  Aqueous  Procaine 

Penicillin  G 


Administration  and  Dosage 


2,400,000  units  intra- 
musntlarly  at  a single 
session. 


6,000,000  units  total, 
divided  evenly  in  two  sessions 
sev'en  days  apart. 


6,000,000  to  9,000,000 
units  given  3,000,000  units 
per  session  at  seven-day 
intervals. 


50,000  units  per  lb. 
body  weight,  10  equally 
divided  daily  injections. 


CONGENITAL  SYPHILIS 
(over  2 years’  duration 
nonreactive  spinal  fluid) 
(if  spinal  fluid  reactive, 
treat  as  neurosyphilis) 


Benzathine 
Penicillin  G 


2,400,000  units  intramusai- 
larly  at  a single  session. 
Should  be  adjusted  for  age 
and  body  weight. 


Patients  Allergic  to  Penicillin 

Syphilis  patients  known  to  be  sensitive  to  pen- 
icillin may  be  treated  with  tetracyclines  0.5 
grams  orally  four  times  a day  for  15  days  (30 
gms.).  Late  syphilis  should  be  treated  with  0.5 
grams  four  times  a day  for  a minimum  of  20 
days  (40  gms.)  . In  pregnant  patients,  erythro- 


mycin should  be  used  instead  of  tetracyclines. 
The  dosage  and  schedule  for  erythromycin  is 
the  same  as  for  tetracyclines.  As  these  prepa- 
rations lack  the  proven  efficacy  of  penicillin 
for  syphilis  and  are  comparatively  expensive, 
their  use  should  be  reserved  for  patients  for 
whom  penicillin  is  contraindicated. 
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Governmental  Health  Care 
Programs  and  the  Physician 

James  E.  D.  Cardam,  M.D.,  Medical  Director 
Government  Health  Programs 
Prudential  Insurance  Company 

With  this  issue  of  The  Journal  begins  a series 
of  articles  concerning  various  aspects  of  gov- 
ernmental health  programs  and  their  rela- 
tions with  New  Jersey  physicians.  It  is  antici- 
pated that  this  series  of  reviews  will  assist 
both  the  physician  and  the  administrators  of 
the  programs  in  solving  or  ameliorating  com- 
mon problems. 

Some  basic  facts  are  important.  The  Pruden- 
tial Insurance  Company  of  .\merica  is  desig- 
nated as  a carrier  under  Title  XIX  of  the 
amendments  to  the  Social  Security  Act,  1965 
(.Medicare)  for  reimbursement  of  benefici- 
aries or  their  physicians  under  Part  B in  the 
states  of  New  Jersey,  North  Carolina,  and 
fieorgia.  Under  Part  of  Medicare  New  Jer- 
sey, Prudential,  and  Blue  Cross  serve  as  fiscal 
intermediaries  for  reimbursement  of  health 
care  providers  (hospitals,  hospital-based 
physicians,  extended  care  facilities,  nursing 
homes,  home  health  service  organi/ations,  and 
providers  of  dural)le  medical  ecpiijjinent  and 
ambulance  services),  and  reind)urses  podia- 
trists, opticians,  and  dentists  under  certain 
provisions  of  the  law.  Prudential  further  is 
the  contractor  lor  reiml)ursement  for  services 
to  recipients  under  d’itle  XIX  (Medicaid)  in 
New  Jersey. 

Basic  philosophy  underlying  tlie  administra- 
tion of  all  five  governmental  health  programs 
under  the  direction  of  federal  and  state  regu- 
lations is  to  provide  prompt  service  to  claims, 
to  insure  the  highest  quality  of  medical  care 
for  each  patient,  to  provide  ready  access  to 
appro|)riate  medical  service  by  the  elimina- 
tion of  financial  barriers,  to  control  the  costs 
of  medical  care,  to  monitor  over-utilization, 
and  to  lurnish  prompt  and  accurate  reimbur- 
sement to  ))ioviders. 

1 he  operation  of  the  \arious  programs  is 
complex  and  large  scale.  Medicare  ])ayments 


in  1972  amounted  to  .$1.7  billion.  Medicaid 
disbursements  were  $712.8  million.  In  the 
three  states  administered  by  Prudential,  reim- 
bursements were  made  to  16,957  physicians 
for  Medicare  services.  In  New  Jersey,  Pruden- 
tial services  34  hospitals,  34  home  health 
agencies,  and  73  extended  care  facilities  un- 
der Part  A of  Medicare.  Prudential  services 
5.7  million  claims  annually  at  a unit  cost  of 
just  under  three  dollars. 

Without  prior  experience  in  the  field  of  gov- 
ernmental health  programs  but  utilizing  al- 
most 100  years  of  expertise  in  handling 
claims.  Prudential  has  successfully  developed 
or  implemented  reimbursement  procedures 
for  five  health  programs.  The  programs  in- 
volve the  development  and  maintenance  of 
physician  profiles  including  services,  pro- 
cedures, fees,  prevailing  fee  schedules,  utili- 
zation review  jjrograms,  and  so  forth.  Pru- 
dential has  been  a leader  and  (along  with 
other  intermediaries  and  contractors)  aims  to 
continue  to  lead  in  the  maintenance  of  pro- 
gram integrity  and  prompt  and  complete  ser- 
vicing of  claims  and  reimbursement  of  benefi- 
ciaries, recipients,  and  ]no\iders.  This  rep- 
resents a substantial  undertaking.  The  social 
and  economic  impact  of  governmental  health 
programs  may  not  be  underestimated  nor  will 
it  diminish.  All  eflorts  to  make  the  system 
operate  smoothly  and  efficiently  \\iil  reflect 
credit  upon  the  carrier  but  more  importantly 
will  ensure  the  achievement  of  the  objectives 
of  the  programs — good  patient  care. 

Puture  articles  will  define  common  problems 
occurring  at  the  physician-carrier-patient  in- 
terface and,  hopefully,  provide  guidelines  to 
insure  eflicient  operation. 


207th  Annual  Meeting 
May  12-15,  1973 
Chalfonte-Haddon  Hall 
Atlantic  City 
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Medical  College  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 

President,  CMDNJ 

The  last  cjuarter  of  1971,  lor  the  College  of 
Medicine  and  Dentistry  of  New  Jersey,  was 
eventful.  Progress  was  made  in  many  areas: 

. . . The  new  Institute  of  Mental  Health 
•Sciences  was  dedicated  in  October  at  the  Uni- 
versity Heights  Campus  in  Piscataway.  This 
facility  aims  to  provide  comprehensive  care 
with  emphasis  on  preventing  mental  health 
problems  liefore  they  occur.  The  Institute  in- 
cludes a broad  teaching  program  for  students 
of  nursing,  social  work,  medicine,  psychiatry, 
psychology,  and  education. 

. . . .\  collection  of  7,000  rare  books  is  on 
display  at  the  library  of  the  College  of  Medi- 
cine and  Dentistry  of  Netv’  Jersey — New  Jersey 
Medical  School  (NJMS)  as  a result  of  the 
merger  with  the  Library  of  the  Academy  of 
Medicine  of  Netv  Jersey.  In  total,  the  collec- 
tion adds  tens  of  thousands  of  journals,  peri- 
odicals, and  books  to  the  medical  school’s  li- 
brary. 

. . . Dr.  Carroll  M.  Leevy,  professor  of  medi- 
cine and  head  of  the  division  of  hepatology 
and  nutrition  at  NJMS  announced  that  re- 
searchers working  in  his  laboratory  have 
learned  to  identify  persons  with  liver  damage 
whose  sensitivity  to  alcoholic  beverages  could 
lead  to  cirrhosis.  Their  studies  indicated  that 
alcohol  in  the  presence  of  damaged  liver 
causes  a delayed  hy|>ersensitivity  ^vhich  re- 
sults in  destruction  of  liver  cells.  Details  of 
the  study  were  presented  in  1971  at  the  \V'^orld 
Congress  on  Nutrition  in  Mexico  City. 

. . . The  department  of  medicine  at  Rutgers 
Medical  School,  in  conjunction  with  affiliated 
area  community  hospitals,  has  a Graduate 
Program  in  Internal  Medicine  for  interns  and 
residents  wishing  to  specialize  in  this  area. 
The  program  includes  one  year  of  internship 
followed  by  three  years  of  residency.  The  de- 
partment is  now  accepting  applications  for 
the  academic  year  beginning  July  1,  1973. 


. . . Twenty-one  physicians  educated  in  medi- 
cal schools  abroad  have  begun  a nine-month 
clinical  training  program  (known  as  “Filth 
Cihannel’’)  to  help  them  to  cpialify  for  intem- 
shi])s  and  license  in  New  Jersey.  The  program 
is  designed  to  assist  our  state  in  meeting  its 
physician  shortage.  Headquartered  at  RMS 
the  program  was  created  through  the  joint 
efforts  of  Governor  Cahill,  CMDNJ,  the  State 
Board  of  Medical  Examiners,  legislators,  and 
concerned  citizens. 

. . . Fourteen  faculty  members  at  CAIDNJ 
were  inducted  as  fellows  into  the  American 
Ciollege  of  Surgeons  at  the  organization’s  Cdin- 
ical  Congress  in  San  Francisco.  Included  were 
four  from  RMS  and  ten  from  NJMS. 

. . . Edward  A.  AVolfson,  M.D.,  M.P.H.,  was 
appointed  associate  dean  for  health  care  at 
NJMS.  Dr.  Wolfson  is  now  responsible  lor  all 
medical  and  health  care  at  Maitland  Hospi- 
tal, the  medical  school’s  primary  teaching  hos- 
])ital. 

. . . A team  of  researchers  under  the  leader- 
ship of  I'heodore  Kushnick,  M.D.,  professor 
of  pediatrics  :it  NJMS,  revealed  that  (hromo- 
some  damage  in  adults  could  residt  from  nar- 
cotic addiction  combined  with  other  “environ- 
mental factors’’  such  as  serum  hepatitis.  The 
studv  revealed  that  damage  was  not  trans- 
mitted from  mother  to  offspring.  The  study, 
“Narcotic  .\tldicts  aiul  Fheir  Newborn. ’’  ap- 
|)eared  in  the  September  1972  issue  of  this 
Journal. 

. . . .\  new  and  effective  treatment  for  anaero- 
bic  pneumonia,  was  found  by  researchers  at 
NJMS.  Purnendo  Sen.  M.D.,  a fellow  in  the 
infectious  disease  division  at  our  College, 
headed  the  research  team  which  discovered 
that  clindamycin  eflectixelv  checked  this 
form  of  pneumonia,  which  in  the  jiast  has 
been  verv  difficult  to  treat. 

I he  year  1972  tvas  one  of  steady  progress  in 
the  growth  of  our  Ciollege.  Our  trustees,  facul- 
tv,  administration,  ;uid  studen's  are  grateful  to 
the  members  of  The  Medical  Society  of  New 
Jersey  for  their  encouragement  and  support. 
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Proposed  Amendment  to 
MSNJ  Constitution 

The  following  proposed  amendment  to  Arti- 
cle IV — Organization  of  the  Society,  Section 
1 — Composition,  of  the  Constitution  of  The 
Medical  Society  of  New  Jersey,  which  was  ap- 
proved by  the  1972  House  of  Delegates  and 
published  in  the  July  1972  issue  of  The  Jour- 
nal, page  Tr  53,  is  here  reprinted  (in  compli- 
ance with  Article  12,  Section  B (10) — 
Procedure  for  Second  Year)  for  the  informa- 
tion of  the  membership.  A copy  of  the  pro- 
posed amendment,  with  a covering  memoran- 
dum, was  mailed  to  each  component  society 
under  date  of  January  3,  1973: 


Article  IV— Organization  of  the  Society 
Section  1— Composition 


Current 

This  Society  shall  be  com- 
posed of  Fellows,  OflBcers, 
Delegates,  members,  and 
associate  members  of  com- 
ponent societies  in  good 
standing  and  Emeritus 
Members.  Honorary  Mem- 
bers may  be  elected,  but 
they  shall  not  be  mem- 
bers of  the  corporate  body. 


Proposed 

Same 


Affiliate  Metiibership  may 
be  granted  but  recipients 
may  neither  vote  nor  hold 
office. 


Section  S— Affiliate  Members 


Affiliate  Members  shall  be 
physicians  who  have  been 
active  members  for  at 
least  five  consecutive  years 
but  who  no  longer  prac- 
tice in  New  Jersey.  Appli- 
cations for  Affiliate  Mem- 
bership shall  be  directed 
through  the  component 
medical  society,  to  the 
Standing  Committee  on 
Medical  Defense  and  In- 
surance of  The  Medical 
Society  of  New  Jersey  for 
consideration  and  action. 
Affiliate  Members  shall  be 
eligible  to  continue  all  in- 
surance coverages  offered 
by  the  Society  except  those 
relating  to  professional  li- 
ability. The  dues  for  Af- 
filiate Members  shall  be 
established  by  the  House 
of  Delegates  on  recom- 
mendation of  the  Com- 
mittee on  Finance  and 
Budget. 


New  Chiropractic  Benefits 

Inclusion  of  chiropractic  benefits,  for  the  first 
time  in  a federal  program,  was  a setback  to 
the  medical  profession,  the  Administration, 
and  other  anti-chiropractic  forces.  However, 
the  modification  of  the  chiropractic  benefit 
language  in  conference  may  make  it  practi- 
cally unworkable.  As  passed  by  the  Senate, 
chiropractic  benefits  were  limited  to  manual 
manipulation  of  the  spine.  In  conference,  this 
was  modified  to  require  that  benefits  would 
be  covered  only  after  an  x-ray  revealed 
subluxation.  Apparently  the  x-ray  may  not  be 
interpreted  by  a chiropractor. 

Senator  Edward  Kennedy  attempted  by  an 
amendment  from  the  floor  to  strike  the  chiro- 
practic provision,  but  it  was  soundly  defeated 
by  a vote  of  66  to  6.  Subsequently,  the  Massa- 
chusetts Senator  admonished  the  AMA  for 
not  supporting  his  amendment.  However  lau- 
dable his  effort.  Senator  Kennedy — an  experi- 
enced parliamentarian — should  have  recog- 
nized that  his  attempt  to  strike  the  chiroprac- 
tic provision  had  no  chance  of  success.  His 
amendment  to  HR-1  was  unprinted;  he  in- 
troduced it  from  the  Senate  floor;  and  he 
proceeded  without  the  cooperation  of  the 
bill’s  floor  manager.  That  his  approach  was 
ill-advised  from  the  standpoint  of  effective 
parliamentary  procedure  is  evidenced  by  the 
amendment’s  lopsided  defeat. 


Prior  to  the  introduction  of  his  amendment, 
the  Senator’s  staff  was  counseled  by  anti- 
chiropractic forces,  including  the  AM.\,  that 
he  did  not  have  the  votes.  Further,  it  was 
pointed  out  that  an  overwhelming  defeat  of 
his  amendment  by  a recorded  vote  w'ould 
seriously  hamper  the  Senate  conferees  in 
their  efforts  to  bargain  with  members  of  the 
House  in  joint  conference. 

On  several  occasions  in  the  past,  the  Senate 
Finance  Committee  has  added  a similar 
chiropractic  provision  to  a pending  measure. 
But  in  each  of  these  cases  the  Senate  con- 
ferees later  agreed  to  its  deletion  in  joint 
conference  with  the  House. 
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PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

TJte  following  physicians  have  written 
to  the  Executive  Ofjice  of  MSNf  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physician.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 

ANESTHESIOLOGY -Mviing:  S.  Lee,  M.D.,  35-44  28th 
Street,  Astoria,  New  York  11106.  Ewha  University 
(Korea)  1964.  Board  eligible.  Group  or  solo.  Avail- 
able January  1973. 

FAMILY  PRACTICE  -Suresh  C.  Dosbi.  M.D.,  Box  212, 
Oceana  Medical  Center.  Oceana,  West  Virginia 
24870,  Bombay  (India)  1961.  Partnership  or  other. 
.Available  yiilv  1973. 

GENERAL  MEDICINE  (INDUSTRIAL)-James  C.  Mitch- 
ell, M.D.,  Millside  Manor,  #1-E,  Delran,  New  Jersey 
08075.  Medical  College  of  South  Carolina  1961. 
Board  eligible.  Subspecialty,  urology.  Prefer  work 
in  industry  in  South  Jersey,  .'\\ailable  January  1973. 

Robert  S.  Stone,  M.D..  4 Barker  ITrivc,  Stony  Brook, 
New  York  11790.  Einstein.  1959.  Special  interest, 
trauma.  Solo  or  Hospital  Emergency  Room.  Avail- 
able. 

INTERNAL  MEDICIN E-Alfred  M.  Derrow,  M.D.,  16 
Crawford  Drive,  Dix  Hills,  New  York  11746.  Tufts 
1962.  Subspecialty,  nephrology.  Board  certified. 
Group  or  partnership,  .\vailable  early  1973. 

David  S.  Lerman,  M.D..  207  Oak  Street,  Danville, 
Pennsylvania  17821.  Hahnemann  1968.  Board  eli- 
gible. Group  or  partnership.  .Available  July  1973. 

Ronald  E.  Grossman,  M.D.,  1212  Pine  .Avenue  West, 
.4pt.  801,  Montreal  112,  Quebec,  Canada.  Manila 
1966.  Board  certified.  Subspecialty,  allergy.  Group, 
partnership,  or  solo.  Available  July  1973. 

David  J.  Meltz,  M.D.,  203  Valley  Road,  Middletown, 
Rhode  Island  02840.  NYU  1968.  Board  certified. 
Group  or  partnership.  Available  July  1973. 

James  J.  Mertz,  M.D.,  1180  Beacon  Street,  Brook- 
line, Massachusetts  02146.  Harvard  1961.  Board  eli- 
gible. Group  or  partnership.  Available  Spring  1973. 

NED RC“LOGY— Richard  M.  Sax,  M.D.,  3541  East  Glen- 
coe Street,  Coconut  Grove,  Florida  33133.  Louis- 
ville. 1968.  Board  :ligible.  Group  or  partnership. 
Available  1973. 

Robert  H.  Friedman,  M.D.,  1249  Park  Avenue,  Apt. 
17-B,  New  York,  New  York  10029.  Jefferson  1969. 
Board  eligible.  Group,  partnership,  associate,  or 
solo.  Available  July  1973. 

Manuel  A.  Caedae,  M.D.,  Department  of  Neuro- 
surgery, Naval  Hospital  Boston,  Chelsea,  Massachu- 
setts 02150.  St.  Tomas,  Philippines  1962.  Board 


digi  ble.  Solo,  group,  partnership,  or  teacliing.  Avail- 
abk  June  197k 

K R.  Shetty,  M.D.,  U.S.  Naval  Hospital,  Pliiladcl- 
phia,  Pennsylvania  19145.  India  1964.  Board  eligible. 
Subspecialty,  pediatric  neurology.  Solo  or  partner- 
ship. Available  June  1973. 

OBSTETRICS-GYNECOLOGY-Sangkyu  Shin,  .M.D.,  2502 
Alter  Road,  Detroit,  Michigan  48215.  Yonsd  (Korea) 
1965.  Group  or  associate,  .\vailable  July  1973. 

Mircea  Veleanu,  M.D.,  9111  Church  .\venue,  .'\pt. 
4-L,  Brooklyn,  New  York  11236.  Hadassah  (Israel) 
1964.  Board  eligible.  Group  or  partnership,  .\vail- 
able  July  1973. 

Arthur  Howard,  M.D.,  6729  Doolittle  Drive,  Ed- 
wards AFB,  California  93523.  Hanemann  1967. 
Board  eligible.  Partnership.  Available  July  1973. 

OPHTHALMOLOGY-Robert  Heidenry,  M.D.,  Route  6, 
Box  198-4.  Port  Orchard,  Washington  0866.  St. 
Louis  1967.  Group  or  partnership.  Available  July 
1973. 

M.  B.  Kavani,  M.D.,  2110  Westbury  Court,  Brookhn, 
New  York  11225.  King  Edward  (Pakistan)  1967. 
Board  eligible.  Group,  partnership,  or  association. 
Available  July  1973. 

ORTHOPEDICS— Yeshawant  V.  Ginde,  M.D.,  149  Nigh- 
bert  Avenue,  Logan,  TVest  Virginia  25601.  Bombay 
(India)  1961.  Board  eligible.  Group,  partnership,  or 
hospital,  -\vailable  January  1973. 

Larry  Katz,  M.D.,  244  Fieldston  Terrace,  Apt.  4-L, 
Bronx,  New  York  10471.  Temple  1968.  Board  eligible. 
Solo,  partnership,  or  group.  Available  July  1973. 

Surrender  M.  Grover,  M.D.,  89  Park  Avenue,  Newark 
07104.  MA  Medical  (India)  1966.  Group,  solo,  or 
partnership.  Available  July  1973. 

Ching-Jen  Wang,  M.D.,  435  Hanover  Avenue,  Staten 
Island,  New  York  10304.  Taiwan  1965.  Board  eli- 
gible. Partnership,  group,  solo.  July  1973. 

Jay  B.  Bosniak,  M.D.,  19  Hemphill  Road,  Eatontown, 
New  Jersey  07724.  Jefferson  1966.  Board  certified. 
Group,  solo,  or  partnership  — preferably  Morris, 
Somerset,  Bergen,  or  Monmouth  Counties.  Available 
July  1973. 

Shin  Young  Kang,  M.D.,  10892  Pine  Street,  Tavlor, 
Michigan  48180.  Yonsei  (Korea)  1963.  Board  eligible. 
Subspecially,  hand  surgery.  Solo  or  partnership. 
Available  Julv  1973  or  before. 

PATHOLOGY— Horn  Min,  M.D.,  35-44  28th  Street, 
Astoria,  New  York  11106.  Seoul  University  (Korea) 
1961.  Board  certified.  Group  or  partnership.  Ar  ail- 
able  January  1973. 

Mark  A.  Cohan,  M.D.,  5407  Greenfield  Drive  South, 
Portsmouth,  Virginia  23703.  AVestern  Reserre  1966. 
Board  certified  AP  and  CP.  Group  or  associate. 
Available  July  1973. 

PEDIATRICS— K.  Bhujanga  Rao,  M.D.,  5501  North  11th 
Street,  Apt.  404,  Philadelphia,  Pennsylvania  19141. 
DCH  (India)  1961.  Board  eligible.  Group.  Available 
January  1973. 

Vinnakota  V.  Rao,  M.D.,  10  Marshall  Street,  Irving- 
ton, New  Jersey  07111.  Guntur  (India)  1967.  Board 
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eligil)le.  Gioiij),  partiicrshin,  or  solo.  Available  July 
1973. 


PLASTIC  AND  RECONSTRUCTIVE  SURGERY-M.  K- 
Jayasankcr,  M.D.,  800  Old  TVillow  Road,  TVheeling, 
Illinois  00090.  Madras  (India)  1902.  Hoard  eligible. 
Group  or  partnership.  Available  July  1973. 

RADIOLOGY— Ghen  Fab  Lian,  M.D.,  Department  of 
Diagnostic  Radiology',  Yale— New  Haven  Hospital, 
New  Haven,  Connecticut  00,304.  Cambridge  1905. 
Board  eligible.  Group  or  partuershi]j.  Available 
July  1973.' 

SURGERY— Mabini  C.  Piezas,  M.D.,  2401  Pennsvlvania 
Avenue,  Apt.  8-A-O,  Philadelphia,  Pennsylvania 
19130.  .Southwestern  (Phili[)pinc's)  1904.  Board 
eligible.  Grotip  or  partnership.  .Available. 

Ron  Lapin,  M.D.,  950  49th  Street,  Brooklyn,  New 
York  11219.  Indiana  1908.  Subspecialty,  vascular 
stirgery.  Board  eligible.  Solo,  partnership,  or  group. 
Available  Jttly  1973. 

UROLOGY— Man  Mohan  Gursahani,  M.D.,  1427  Pea- 
cock Lane,  Brentwood,  Missouri  03144.  India  1904. 
Board  eligible.  Group,  partnership,  or  solo.  Available 
Jtilv  197,i 


PMA  Offers  Color  Film 

The  Phannaceiitical  Manufacttirers  .A.ssocia- 
tion  lia.s  recently  comjiletecl  the  jnoduction 
ol  a 28-minute  color  film  that  dejiicts  the 
role  of  the  jiharmaceutical  industry  in  to- 
thiy’s  heallli  care  system.  Hollywood  actors 
play  the  leading  roles,  with  the  central 
character,  the  ancient  Greek  jihysician, 
Galen,  jiortrayed  by  Henry  Jones.  Galen 
is  jirojected  into  a small  town  setting  in  the 
20th  century,  where  he  reacts  with  warmth 
and  subtle  humor  to  the  marvels  of  today’s 
medical  advances  and  “medicaments.” 


The  film  is  suitable  for  schools,  civic,  frater- 
nal, and  church  groujis,  jmblic  service  tele- 
vision jirograming,  and  a variety  ol  non- 
jirolessional  audiences. 

It  is  available  on  a free  rental  basis  from 
Modern  Talking  Picture  Service,  Inc.,  2323 
New  Hyde  Park  Road,  New  Hyde  Park, 
New  York  1 1040.  The  film  can  also  be  jnir- 
chased  from  the  PM.\  at  ,8100  for  a Ki-niilli- 
meter  cojiy.  Write  to  the  PM.\  at  1 1.55  15th 
Street,  NW,  AVashington,  D.G.  20005. 


207th  Annual  Meeting 
The  Medical  Society  of  New  Jersey 

May  12-15,  1973 
Haddon  Hall,  Atlantic  City 


Daily  Schedule 


Friday,  May  11,1  973 

4:00  p.m.  — Board  of  Lnistces 


Saturday,  May  12,  1973 

9:30  a.m.—  Registration  Opens 
12:00  noon  — Exhibits  Open 
2:00  p.m.  — House  of  Delegates 
2:00  p.m.  — Motion  Picture  Theatre 
3:00  p.m.  — Reference  Committees  ("A”,  "B",  "D”, 
“G”,  and  Const,  and  Bylaws) 

5:00  p.m.  — Nominating  Committee 

7:30  p.m.  — Officers’  Dinner  (by  invitation) 

7:30  p.m.  — Reception/Buffet/Dancing 


Sunday,  May  13,  1973 

9:00  a.m.  — Registration  and  Exhibits  Open 
9:30  a.m.  — Scientific  Sessions 
10:00  a.m.  — Motion  Picture  Theatre 
10:00  a.m.  — Reference  Committees  ("C”,  "E”,  "F”, 
and  “H”) 

1:00  p.m.  — Scientific  Sessions 

2:00  p.m.— Motion  Picture  Theatre 

3:30  p.m. — House  of  Delegates  (elcclion) 

.Addresses  of  President  and  President-Elect 
4:30  p.m.  — Golden  Merit  Award  Ceremony 
6:30  p.m.  — Inaugural  Reception 
8:00  p.m.  — Inaugural  Dinner  (by  Invitation) 


Monday,  May  14,  1973 

9:00  a.m.  — Registration  and  Exhibits  Open 
All  Day  — Scientific  Sessions 
10:00  a.m.— Motion  Picture  Theatre 
2:00  p.m.  — Motion  Picture  Theatre 
3:00  p.m. — House  of  Delegates 
5:00  p.m.  — Exhibits  Close 
8:00  p.m.  — .Vnnual  Dinner— Dance 


Tuesday,  May  15,  1973 

9:00  a.m.  — Registration  Opens 
9:00  a.m.— House  of  Delegates 
12:00  noon  — Registration  Closes 
8:00  p.m.  — Board  of  Trustees 
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ANNOUNCEMENTS 


Clinical  Application  of  Basic  Sciences 

The  Burlington  County  Memorial  Hospital 
offers  the  following  programs  for  January  and 
February,  in  its  series  on  the  clinical  applica- 
tion of  the  basic  sciences: 


Psychiatric  Graduate  Programs 

F'air  Oaks  Hospital  in  Summit,  in  cooperation 
with  the  Academy  of  Medicine  of  New  Jersey, 
has  arranged  the  following  programs  in  a 
series  on  continuing  education  in  psychiatry: 


Januaiv  4 
January  1 1 
January  18 
January  25 
February  I 
February  8 
February  15 
February  22 


Portal  Hypertension 
Peptic  Lilcer 
Liver  Injury 

Myeloproliferative  Disorders 
Pregnancy  Complicated  by  Diabetes 
High  Risk  Pregnancy 
Uterine  Anomalies 
Oral  Contraceptive  Agents 


Lectures  are  supported  by  grants  from  Merck, 
Sharp,  and  Dohme,  and  the  sessions  convene 
promptly  at  3:30  p.m.  at  the  Summey  Build- 
ing across  from  the  hospital.  AAFP  gives  one 
and  a half  credits  per  lecture.  Additional  in- 
formation may  be  obtained  from  the  Depart- 
ment of  Medical  Education,  Burlington  Coun- 
ty Memorial  Hospital,  Mount  Holly. 


Januarv 17 
February  1 
February  14 
March  1 
March  14 
March  29 


Proper  Use  of  Antibiotics 
Dominic  A.  Mauriello,  M.D. 

Neurologic  Syndromes  in  Psychiatry 
Fiugene  \V.  Loeser,  M.D. 

Medical-Surgical  lunergcncics  in 
Psychiatry  — Seymour  Kiivin.  M.D. 
.Adolescent  Psychiatry  — Adolescent 
Personality  — Arnold  M.  Kallen,  M.D. 
■Adolescent  Psychiatry  — Clinical  Studies 
.Arnoltl  M.  Kallen,  iVI.D. 

.Adolescent  Psychiatry  — Management 
Arnold  M.  Kallen.  M.D. 


Sessions  are  held  at  the  hospital,  19  Prospec  t 
Street,  Summit,  and  convene  promptly  at  3 
p.m.  Further  information  may  be  obtained 
from  Granville  L.  Jones,  M.D.,  Director  of 
Research  and  Education  at  the  hospital. 


Radiologic  Seminars 


Graduate  Lectures  in  Surgery 


Rutgers  Medical  School  (CMDNJ)  an- 
nounces the  following  program  in  its  series  of 
seminars  in  radiology: 


January  17 


February  14 


March  14 


April  18 


May  If) 


Vascular  .Aspects  of  Scleroderma 
AVilliam  J.  Casarclla,  M.D. 
Cohimbia-Presbyterian  Medical 
Center 

Data  Acquisition  Systems 
Mrs.  Dorothea  Aronson 
Milton  Hershey  Medical  Center 
Technics  of  Studying  Strokes 
Ray  Blinker,  M.D. 

St.  Vincent’s  Medical  Center 
Diagnosis  of  Renal  Masses 
Howard  M.  Pollack,  M.D. 
Episcopal  Hospital 
Head  and  Neck  Cancer 
Patrick  |.  O’Kelley,  M.D. 

St.  Peter's  General  Hospital 


Sessions  convene  at  5 p.m.  in  Link  Room  203 
at  the  Basic  Science  Building,  Rutgers  Afedi- 
cal  School,  New  Brunswick — no  fee.  Further 
information  may  be  obtained  by  writing  to 
Charles  P.  cliLiberti,  M.D.,  Raritan  Valley 
Hospital,  257  Greenbrook  Road,  Green 
Brook,  New  Jersey  08812. 


Additional  programs  in  the  “Distinguished 
Lecture  Series”  offered  by  the  Department  of 
Surgery  of  the  New  Jersey  Medical  School 
(CAfDNJ)  have  been  listed  as  follows: 

January  22  Primary  Aldosteronism 

Richard  H.  Egdahl,  M.D.,  Professor  of 
.Surgery 

Boston  University  Medical  Center 
February  5 Cancer  of  the  Breast 

George  P.  Rosemond,  M.D.,  Professoi  of 
Surgery 

Temple  University  Health  Center 
March  19  Acute  Aspiratory  Distress 

Watts  R.  Webb,  M.D.,  Profe.ssor  of 
Surgei7 

SUNY,  Upstate  Medical  Center 

The  lectures  are  held  at  4 p.m.  in  the  am- 
phitheater, 2nd  floor,  Martland  Hospital, 
Newark.  There  is  no  charge.  Guarded  parking 
is  available  in  parking  areas  “M”  at  12th  and 
Bergen  Streets.  Other  lectures  will  be  an- 
nounced in  a later  issue.  For  further  informa- 
tion, write  to  Eric  J.  Lazaro,  M.D.,  Professor 
of  Surgery,  Afartland  Hospital  unit,  CMDNJ, 
65  Bergen  Street,  Newark  07107. 
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Pediatric  Cardiology  Seminar 

Under  the  title  of  “Controversial  Issues  in 
Pediatric  Cardiology”  the  University  of  Mia- 
mi is  sponsoring  a colloquium  at  the  Sonesta 
Beach  Hotel  in  Key  Biscayne,  Florida.  The 
seminar  will  be  held  March  19,  20,  and  21, 
1973.  For  details,  write  to  the  Division  of 
Continuing  Education,  University  of  Miami 
School  of  Medicine,  P.O.  Box  875,  Miami, 
Florida  33152. 


Surgical  Meetings  in  Persia  and  Russia 

From  May  3 to  May  19,  1973  the  Fifth  Inter- 
national Congress  of  Ophthalmic,  Otolaryngo- 
logic, and  Plastic  Surgery  will  be  held  in  Rus- 
sia and  Persia.  Included  are  meetings  in  and 
visits  to  Moscow,  Leningrad,  Teheran,  Shiraz, 
Persopolis,  and  Isfahan.  For  details  write  to 
Ralph  L.  Dicker,  M.D.,  395  West  Blackwell 
Street,  Dover,  New  Jersey  07801. 


MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


1973 

17 

Fair  Oaks  Hospital  and 

January 

Academy  of  Medicine  of  New  Jersey 
Fair  Oaks  Hospital 

10 

Academy  of  Medicine  of  New  Jersey 

Princeton  Medical  Center 
Princeton 

Summit 

I’roper  Use  of  Antibiotics 

Renal  Failure 

24 

Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 

10 

Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  County  Hospital 

Bergen  Pines  County  Hospital 
Paramus 

Acupuncture 

Paramus 

Medical-Surgical  Cardiology  Conlerence 

24 

Academy  of  Medicine  of  New  Jersey 
Rod’s  1920’s  Roadhouse 

14 

Aeademy  of  Medieine  of  New  Jersey 
Radiology  Section 

West  Orange 

Posterior  Fossa  .Syndrome 

16 

St.  Barnabas  Medical  Center 
Livingston 

Carcinoma  of  the  Ovarv 

Academy  of  Medieine  of  New  Jersey 

25 

Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

17 

Mon-istown  Memorial  Hospital 

Morristown 

I'csticular  Neoplasms 

Academy  of  Medicine  of  New  Jersey 

29 

Academy  of  Medicine  of  New  Jersey 
New  Jersey  State  Hospital,  Ancora 
Hammonton 

Congestive  Heart  Failure 

and  Bergen  Pines  County  Hospital 
Bergen  Pines  County  Hospital 
Paramus 

Variants  of  Rheumatoid  .Arthritis 

31 

Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 
Proper  Use  of  Antibiotics 
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31  Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  County  Hospital 
Paramus 

Idiopathic  Thrombocytopenic  Purpura 

February 

1 Fair  Oaks  Hospital  of  New  Jersey 

Academy  of  Medicine  of  New  Jersey 

Fair  Oaks  Hospital 

Summit 

Neurologic  Syndromes  iu  Psychiatry 

7 Bergen  Pines  County  Hospital 
Paramus 

CPC  Meeting 

7 Academy  of  Medicine  of  New  Jersey 
Perth  Amboy  General  Hospital 
Pertli  Amboy 

Non-operable  Solid  Tumors 

8 Academy  of  Medicine  of  New  Jersey 
Helene  Fuld  Hospital 

Trenton 

C.urreut  Hum  Treatment 

14  Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  County  Hospital 
Paramus 

Diet  and  Diseases  of  the  Colon 

14  Academy  of  Medicine  of  New  Jersey 
Fair  Oaks  Hospital,  Summit 

Medical-Surgical  Emergency  in  Psychiatric 
Practice 

15  Academy  of  Medicine  of  New  Jersey 
St.  Francis  Hospital 

Trenton 
Respiratory  Care 

15  Academy  of  Medicine  of  New  Jersey 
and  Englewood  Hospital 
Englewood  Hospital 
Englewood 

Interesting  Chest  X-rays 

21  Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  County  Hospital 


Paramus 

Mechanisms  of  .\ntibiotic  .Activity 

22  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 
Orange 

Interesting  X-ra\s  of  the  Month 

24  Academy  of  Medicine  of  New  Jersey 
Hunterdon  Medical  Center 
Flemington 

Endotoxic  Shock 

28  Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  County  Hospital 
Paramus 

Electrophysiologic  Basis  ol  Camliac 
.Arrhythmias 

March 

1 Fair  Oaks  Hospital  and 

Academy  of  Medicine  of  New  Jersey 

Fair  Oaks  Hospital 

Summit 

Adolescent  Psychiatry 

3 St.  Barnabas  Medical  Center 

Livingston 

Post  Anesthesiology  Nursing 

7 Academy  of  Medicine  of  New  Jersey 
St.  Michael’s  Medical  Center 
Newark 

Proper  Use  of  Cardiovascular  Drugs 

8 Academy  of  Medicine  of  New  Jersey 
and  Englewood  Hospital 
Englewood  Hospital 

Englewood 

Interesting  Chest  X-rays 

13  Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Dermatologic  Therapy 

14  Fair  Oaks  Hospital  and 
Academy  of  Medicine  of  New  Jersey 
Fair  Oaks  Hospital 

Summit 

Adolescent  Psychiatry 
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14 

20 

21 

22 

26 

27 

28 
28 
28 
28 

April 

4 

76 


Academy  of  Medicine  of  New  Jersey 

Helene  Fuld  Hospital 

Trenton 

Proper  Use  of  Antibiotics  11 

Academy  of  Medicine  of  New  Jersey 
South  Amboy  Memorial  Hospital 
South  Amboy 

Uepaiiiis  11 

Academy  of  Medicine  of  New  Jersey 
Hospital  Center  at  Orange 

Radiotherapy  of  Breast  Carcinoma 


Newark 

Modern  Treatment  of  Cancer 

Academy  of  Medicine  of  New  Jersey 
Rutgers  Medieal  Sehool 
New  Brunswick 

Coronary  Artery  Surgery 

Fair  Oaks  Hospital  and  Academy 
of  Medicine  of  New  Jersey 
Fair  Oaks  Hospital 
Summit 

Pharmacotherapy  of  Mental  Disorder 


Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  tlie  Month 

Academy  of  Medicine  of  New  Jersey 
New  Jersey  State  Hospital,  Ancora 
Hammonton 

Difficult  Diabetic  Patients 

Academy  of  Medicine  of  New  Jersey 

Warren  Hospital 

Phillipsburg 

Medical-Legal  Aspects  in  Surgery 

Academy  of  Medicine  of  New  Jersey 
Perth  Amboy  Memorial  Hospital 
Perth  Amboy 

Differential  Diagnosis  of  Jaundice 

Academy  of  Medicine  of  New  Jersey 
New  Jersey  College  of  Medicine 
Newark 

Host  Deficiencies 

Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 

Treatment  of  Shock 


Academy  of  Medicine  of  New  Jersey 
and  the  Radiological  Society  of 
New  Jersey 

The  Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

Fair  Oaks  Hospital  and  Academy  ol 
Medicine  of  New  Jersey 
Fair  Oaks  Hospital 
Summit 

Pharmacotherapy  of  Mental  Disorders 

Academy  of  Medicine  of  New  Jersey 
Ancora  Psychiatric  Hospital 
Hammonton 

Hypertension 


The  Medical  Society  of  New  Jersey 
Haddon  Hall,  Atlantic  City 

Annual  Meeting 

Academy  of  Medicine  of  New  Jersey 
Princeton  Universitv' 

Princeton 

Heavy  Particles  in  Radiation  Therapy 


May 

12-15 


Fair  Oaks  Hospital  and 

Academy  of  Medicine  of  New  Jersey 

Fair  Oaks  Hospital 

Summit 

Adolescent  Psychiatry 


16  Fair  Oaks  Hospital  and  Academy  of 
Medicine  of  New  Jersey 
Fair  Oaks  Hospital 
Summit 

Existential  Psychiatry 


Academy  of  Medicine  of  New  Jersey 
Newark  Beth  Israel  Medical  Center 


23  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 

Diabetic  Neuropathy 
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LETTER  TO 
THE  JOURNAL 


Slaughter  of  the  Unwanted 


Octol)er  24,  1972 


Dear  Sir: 

I would  like  to  bring  to  the  attention  of  your 
readers  the  following  expression  of  opinion 
concerning  the  motion,  passed  by  the  Soci- 
ety’s House  of  Delegates  at  the  Annual  Meet- 
ing this  year,  on  abortion.  I had  hoped  to 
express  these  views  during  the  debate  in  the 
House  but  an  early  vote  to  end  debate  pre- 
cluded iny  doing  so. 


Firstly,  I am  not  going  to  quote  any  religious 
or  moral  principles,  although  I think  it  is 
noteworthy  that  the  opposition  to  the  present 
New  York  law  is  voiced  by  persons  from  all 
major  religious  groiqjs.  There  are  very  real 
problems  sometimes  of  saving  the  life  of  a 
mother,  and  there  are  very  real  problems  of 
pregnancies  following  rape  or  incest,  but  this 
resolution  and  the  scope  of  its  intent  went  far 
beyond  such  problems. 

The  policy  enunciated  in  this  resolution  is  in 
direct  contradiction  of  the  purpose  of  our 
j^rofession,  of  which  we  were  reminded  in  the 
speech  of  our  outgoing  President  at  the  meet- 
ing: saving  and  preserving  life.  The  policy  of 
this  resolution  is  for  wholesale  slaughter  of 
the  unwanted.  It  does  not  even  pretend  to  be 
directed  against  any  of  the  specific  real  prob- 
lems I referred  to  above.  In  fact,  it  is  a policy 
arising  from  the  failure  of  men  and  women 
of  the  professions  of  medicine,  social  science, 
and  economics  to  study  and  solve  the  underly- 
ing actual  problem  of  why  the  unwanted 
pregnancies,  which  this  policy  seeks  to  de- 
stroy, are  unwanted.  This  policy  of  destruc- 
tion of  unwanted  human  life  at  one  end  of  its 
time  is,  to  put  it  very  mildly,  unworthy  of 
physicians  and  leaves  it  but  an  easy  step  to  a 
policy  of  destruction  of  unwanted  human  life 
at  the  other  end  of  its  time.  Perhaps  after 
approving  this,  physicians  can  go  on  to  ap- 


proving of  disposal  ol  umvanted  elderly  rela- 
tives on  demand — perha])s  even  on  ilie  de- 
mand of  the  nursing  home  or  extended  care 
facility  administrator  or  of  the  chairman  of 
the  utilization  committee,  d hat  could  be  fol- 
lowed by  a policy  of  the  dispo.sal  of  the  aging 
generally,  under  a euphemism  such  as  “man- 
datory permanent  retirement  at  age  b;}.” 
These  suggestions  are  not  just  fictions  or  fan- 
tasies— Hitler  carried  out  such  policies,  .some 
of  them  with  suitably  euphemistic  names,  and 
some  physicians  played  a part  in  those  afiairs, 
and  Hitler’s  policies  were,  after  all,  solutions 
to  particular  problems  just  as  the  policy  in 
this  resolution  would  be  a solution  to  a prob- 
lem. 

It  has  been  argued  that  the  fetus  is  not  “hu- 
man life”  and  is  not  “a  person,”  and  attempts 
to  have  the  constitutional  right  to  life  ap- 
plied to  the  fetus  have  met  with  little  success 
in  the  courts.  But  I would  remind  Society 
members  that,  in  a past  barbaric  age  in  our 
country,  the  U.S.  Supreme  Court  refused  to 
apply  the  same  constitutional  provisions  to 
the  black  slave.  That  Court  has  since  recog- 
nized the  rights  of  black  people;  perhaps  it 
will  recognize  the  right  of  unborn  people  in  a 
shorter  time  than  it  took  to  recognize  that  of 
black  people. 

rhls  resolution  should  have  been  defeated 
and  instead  the  House  of  Delegates  should 
have  urged  its  sponsors  to  promote,  and 
should  itself  promote,  the  proj^er  scientific 
study  of  the  problem  of  the  unwanted  preg- 
nancy and  the  search  for  a real  solution  to 
that  real  problem.  That  real  .solution  will, 
instead  of  being  analogous  to  the  “final  solu- 
tion” of  the  gas-chamber  or  the  “wastage”  of 
My  Lai,  be  worthy  of  men  and  women  of  the 
profession  of  medicine. 

Philip  J.  G.  Quigley,  .M.D. 
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OBITUARIES 


Dr.  William  B.  Gellman 


Dr.  Richard  S.  Battaglia 

At  the  untimely  age  ol  55,  tleath  came  to 
Richard  S.  Battaglia,  M.D.,  on  November  13, 
1972.  Board  certified  in  obstetrics  and  gyne- 
cology, he  Avas  senior  attending  in  that  spe- 
cialty at  the  Eli/;d)Cth  General  Hospital.  Dr. 
Battaglia  was  graduated  in  1941  Irom  the 
.Medical  .School  at  Bologna.  He  was  a Fellow 
of  the  American  College  of  Surgeons  and  of 
the  American  College  of  Obstetricians  and 
CyneccAlogists  and  was  a member  of  the  New 
Jersey  Society  of  Surgeons.  Dr.  Battaglia  tvas  a 
memlier  of  the  Union  County  Medical  Society. 


Dr.  Barry  C.  Cody 

One  of  Hud.son  County’s  senior  practitioners, 
Barry  Ci.  Cody,  M.D.,  died  on  November  H, 
1972,  at  the  age  of  8(i.  A general  practitioner, 
he  was  a 1909  McGill  graduate.  For  six  years 
in  the  early  decades  of  this  century,  he  had 
been  a jjhysician  for  the  U.S.  Public  Health 
Service.  He  was  called  on  to  assist  in  fighting 
the  bubonic  plague  in  New  Orleans  and  in 
Peru.  During  World  Wav  F he  was  with  the 
New  York  National  Guard.  Following  that 
duty,  he  was  assigned  to  assist  in  controlling 
the  influenza  epidemic  in  Washington,  D.C. 
and  in  New  York  City.  In  1924,  Dr.  Cody 
opened  a private  practice  in  Bayonne  and 
Irecame  city  and  school  physician  in  that  com- 
munity. He  was  a 1959  laureate  of  our  Golden 
Merit  .\ward. 


Dr.  Kenneth  E.  Crater 

.\t  the  age  of  only  57,  Kenneth  E.  Crater, 
M.D.,  of  Bloomfield,  died  on  November  19, 
1972.  He  was  a Bellevue  graduate,  class  of 
1943.  Dr.  Crater  was  a general  practitioner  on 
the  staff  of  the  East  Orange  General  Hospital. 
During  World  War  II,  he  Avas  a captain  in  the 
medical  corjjs  of  the  Army  of  the  United 
States. 


\\hlliam  B.  Gellman,  M.D.,  was  born  in  Hun- 
gary in  1910  and  died  in  New  Jersey  on 
November  17,  1972.  He  was  a graduate  of  the 
German  Medical  University  in  Prague,  class 
of  1936.  He  was  on  the  surgical  staffs  of  the 
Hasbrouck  Heights  Hospital  and  the  Beth 
Israel  Hospital  in  Passaic.  Dr.  Gellman  had 
served  the  people  of  ^Vood  Ridge  for  many 
years  and  had,  indeed,  been  police  and  fire 
surgeon  in  that  town. 


Dr.  A.  Julius  Gordon 

Born  in  1893,  A.  Julius  Gordon,  .M.D.,  died 
on  Novendjer  5,  1972,  at  the  age  of  79.  He 
was  a pioneer  Essex  County  gynecologist  tvho 
had  been  affiliated  with  the  staffs  at  Mart- 
land,  Presbyterian,  and  United  Hospital  in 
Newark.  He  was  an  alumnus  of  New  \’ork 
University’s  Medical  College,  class  of  1915.  A 
Fellow  of  the  -American  College  of  Surgeons, 
he  also  belonged  to  the  New  Jersey  Society  of 
Surgeons  and  was  a Fellow  of  the  Academy  of 
Medicine  of  New  Jersey.  Dr.  Gordon  was  a 
1965  recipient  of  the  MSNJ  Golden  Merit 
Award. 


Dr.  Gabriel  Hull 

A well-known  Union  County  family  practi- 
tioner, Gabriel  Llull,  M.D.,  of  Springfield,  died 
on  November  30,  1972.  He  had  been  born  in 
Puerto  Rico  in  1904  and  received  his  M.D. 
degree  in  1933  from  the  Medical  College  of 
the  University  of  Virginia.  He  was  an  associ- 
ate surgeon  at  the  Overlook  Hospital  in  Sum- 
mit and  was  police  surgeon  for  the  town  of 
Springfield.  Dr.  Llull  was  a member  of  our 
Union  County  Medical  Society  and  active  in 
the  local  Policemen’s  Benevolent  Association. 


Dr.  Maxwell  Malament 

Schedided  for  publication  in  this  loiniuil 
next  month  is  a paper  on  cryosurgical 
prostatectomy  by  Maxwell  Malament,  M.D., 
Avho  died  suddenly  on  No\ ember  1 1,  1972. 
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Born  in  I9I1J,  he  was  a 1938  aluiniuis  of  the 
University  of  Vienna’s  Medical  School.  For 
almost  20  years,  he  was  Chief  of  Urology  at 
the  Veterans  Administration  Hospital  in  East 
Orange,  and  at  the  time  of  his  death  he  was 
Clinical  Professor  of  Urology  at  the  College  of 
Medicine  and  Dentistry  of  New  Jersey.  He 
was  also  Associate  Clinical  Professor  of  Urolo- 
gy at  New  York  Medical  College.  Dr.  Mala- 
ment  was  a prolilic  \vriter  in  his  chosen  field, 
and  hail  contributed  over  100  papers  to  the 
nrologic  literature.  His  death  occurred  in  an 
automobile  accident  following  an  acute 
myoc ai dial  infarction. 

Dr.  George  F.  Piltz 

Cfeorge  F.  Pilt/,  M.D.,  died  on  October  14, 
1972  at  the  age  of  71.  He  was  graduated  in 
1930  from  the  Medical  College  of  the  Univer- 
sity of  Colorado,  and  after  specialized  training 
in  cardiology,  settled  in  Guttenberg.  He  was  a 
member  of  our  Hudson  County  Medical  Soci- 
ety. Dr.  Piltz  retired  from  active  practice  in 
April  1971,  at  the  age  of  70.  He  had  served  on 
the  staffs  of  the  Poliak  Hospital  in  Jersey  City 
and  the  North  Hudson  Hospital  in  Weehawk- 
en. 

Dr.  Allison  Hardee  Roberts 

A well-know'n  Essex  County  family  doctor,  Al- 
lison Hardee  Roberts,  M.D.,  died  on  October 
16,  1972.  Born  in  Florida  in  1906,  he  earned 
his  M.D.  in  1928  at  the  Jefferson  Medical 
College.  He  stayed  in  Philadelphia  for  his  in- 


ternship ami  the  following  year  crossed  the 
Delaware  to  .settle  in  Newark.  Dr.  Roberts  was 
on  the  staff  of  Ihiited  Hospitals  of  Newark 
and  he  was  active  in  local  affairs  of  the  Amer- 
ican Academy  of  Family  Practice. 

Dr.  Julius  H.  Temes 

.V  captain  in  the  medical  corps  during  World 
War  II,  Julius  H.  Temes,  M.D.,  died  on 
No\  ember  8,  1972,  at  the  age  of  73.  He 
earned  his  M.D.  at  the  Ihiiversity  of  Toionto 
in  1921  and  before  retirement  he  teas  a gener- 
al inactitioner  in  Jersey  City.  Dr.  Temes  was 
an  active  member  of  the  Hudson  County 
Medical  -Soc  iety. 

Dr.  Philip  Willner 

On  November  20,  1972,  Philip  Willner,  M.D., 
died  at  the  age  of  62.  He  was  one  of  the 
best-known  orthopedic  surgeons  in  our  state. 
He  was  board  certified  in  his  specialty  and 
was  a Fellow  of  the  American  Academy  of 
Orthopedic  Surgeons.  He  was  graduated  in 
1935  from  the  Medical  School  of  the  Universi- 
ty of  Buffalo.  Dr.  Willner  was  chief  of  staff  at 
the  Orthopedic  Center  of  United  Hospitals 
(the  Hospital  for  Crippled  Children  and 
.\dults).  He  was  also  an  attending  in  or- 
thopedics at  Saint  Barnabas  Medical  Center 
in  Livingston  and  the  Beth  Israel  Hospital  in 
Newark.  Dr.  Willner  w'as  Associate  Clinical 
Professor  of  Orthopedics  at  the  New  Jersey 
College  of  Medicine  and  Dentistry,  Newark. 


The  Old  Helping 

Many  of  the  younger  doctors  do  not 
know  that  there  exists  in  our  state  a 
unique  helping  hand  organization, 
known  as  the  Society  for  the  Relief  of 
the  Widows  and  Orphans  of  Medical 
Men  in  New  Jersey.  This  organization 
provides  immediate  financial  assistance 


Hand  Organization 

to  the  dependents  of  a deceased  mem- 
ber. It  lends  money  without  interest  to 
assist  widows  and  orphans  of  doctors 
who  liave  known  adversity. 

For  details,  write  to  the  Societv  at  P.O. 
Box  95,  Belleville,  New  Jersey. 


VOL.  70-NUMBER  l-J-^NUARY,  1973 


79 


BOOK 

REVIEWS 

On  Dying  and  Denying:  A Psychiatric  Study  of 
Terminality.  Avery  D.  Weisman,  M.D.,  New  York, 
Behavioral  Publications,  1972.  Pp.  246.  ($9.95) 

Avery  AVeisinan  lia.s  pursued  a taboo  sultject.  At  least 
the  suijject  ol  deatli  lias  been  taboo  to  the  medical 
profession  in  much  the  same  fashion  that  sex  was 
taboo  to  doctors  when  Freud’s  Studies  in  Hysteria 
was  published  in  1895.  Hopefully,  Dr.  AVcisman's  book 
ivill  sell  better  than  (525  of  800  copies  of  Freud’s 
Studies  sold  from  1895  to  1908.  At  a time  when  George 
•Sand  was  "old  hat"  to  tlie  laity,  Freud  was  censored  by 
his  medical  colleagues  for  his  discoveries  regarding 
developmental  sexuality.  Freud’s  erstwhile  friend  Kraft- 
Ebing  wrote  in  1906,  “Nothing  is  so  prone  to  con- 
taminate . . . the  source  of  all  noble  and  ideal  senti- 
ments ...  as  the  practice  of  masturbation  in  early 
years."  Such  was  the  learned  liokum  of  the  times.  As 
the  universality  of  infantile  masturbation  was  denied 
bv  the  profession  in  1900,  tlie  inevitability  of  death 
tends  to  be  denied  by  medical  men  today.  Doctors  are 
trained  more  to  heal  and  save  than  to  care  for  and 
soothe.  Death  is  anathema  to  the  art. 

Dr.  AVeisman  proceeds  from  foitr  basic  concepts:  (a) 
the  primary  paradox,  (b)  the  fear  of  dying  and  the 
fear  of  death,  (c)  talking  about  death,  and  (d)  the 
hope  and  acceptance  of  death.  "The  primary  paradox 
is  that  while  man  recognizes  that  death  is  universal, 
he  cannot  imagine  his  own  death.  ...  It  is  other 
people  who  die.’’  He  proceeds  in  orderly  fashion  to 
discuss  the  psychodvnamic  processes  of  awareness  of 
potentially  fatal  situations  from  the  first  interplay  of 
accejjtance  and  denial  where  reasons  for  optimism 
and  opportunities  for  denial  transit  in  the  progressive 
encounter  with  inexorable  illness.  Second  ortler  denial 
passes  into  second  order  acceptance  until  third  order 
ticnial  yields  to  acceptance  and  the  sands  run  out. 

More  in  keeping  with  the  soothing  art  might  be  the 
comfort  of  (lying  in  one’s  own  bed  with  loved  ones 
near  than  an  expiration  in  intensive  care  with  tracheal 
intubation,  electronically  induced  heart  beat,  and 
curare  to  eliminate  interference  bv  voluntary  move- 
ment. Here  the  existential  analyst,  Dr.  AVeisman,  poses 
the  option  to  die  one’s  own  death.  AATisman  states, 
“The  tiue  vision  of  existence  when  death  is  at  hand 
is  contained  in  a pre-emptive  demand,  ‘Here  I am,  but 
what  am  1?’’’  Oue  might  add,  “and  doctor  what  are 
you  contributing  to  my  death?” 

Ira  S.  Ross,  M.D, 

Introduction  to  Neuroscience.  Edited  by  Jeff  Minckler, 
M.D.  St.  Louis,  Mosby,  1972.  Pp.  420.  Illustrated 
($22.50) 

The  somewhat  synthetic  word  neuroscience  here  refers 
to  the  integrated  study  of  ncuroanatomy,  neurophysi- 
ology, radiology,  and  psychobiologs'.  The  latter  mate- 
rial reviesvs  the  ucurochemistry  and  physiologic  condi- 
tioning ss'hich  result  in  various  aspects  of  behavior. 
The  retail  cost  of  ,$22.50  may  seem  a bit  high,  but  the 
work  is  salted  svith  more  than  600  illustrations  used  to 
show  tissue,  (hemical  formulae,  and  tabulations.  The 
first  HO  jsages  of  the  book  are  devoted  to  gross  and 


microscopic  (even  ultramicroscopic)  anatomy.  Em- 
bryology of  the  central  nervous  system  is  offered  in 
considerable  detail.  The  pharmacologic  effect  of  psy- 
choactive drugs  is  also  reviewed.  There  is  even  a pres- 
entation of  the  underlying  physiology  of  memorv. 

The  text,  as  a whole,  supplies  the  reader  with  a basic 
book  on  these  essential  underpinnings  of  netinrphysi- 
ologs'  and  neuroanatomy.  It  is  a beautiful  volume,  both 
in  words  and  pictures.  It  is,  further,  a scholarly  work, 
that  will  grace  any  physician’s  library.  The  clinical 
side  of  neurology  is  not  much  emphasized,  but  the 
volume  is  a good  source  book  for  any  reader  concerned 
with  an  indepth  understanding  of  the  central  and 
peripheral  nervous  .system. 

Herbert  S.  Boehm,  ,\I.D. 


Crime  and  Justice:  American  Style.  Clarence  Schrag, 
Ph.D.  National  Institute  of  Mental  Health.  Washington, 
D.  C.,  U.  S.  Government  Printing  Office,  1972.  Pp.  266. 
(Softback.  $ I ) 

Our  present  system  of  justice.  Dr.  Schrag  suggests,  is 
a significant  factor  in  crime  causation.  Just  how  this 
comes  about  is  the  burden  of  this  slim  volume.  The 
various  (and  often  contradictory)  explanations  of 
criminal  behavior  are  reviewed.  The  need  is  for  .so- 
cietal reform  not  the  correction  of  individuals.  The 
hope  is  to  revitalize  the  system  bv  innovative  changes 
which  will  have  all  categories  of  the  law  enforcement 
and  crime  control  personnel  better  integrated.  A model 
of  a community  correctional  system  is  offered  which 
concerns  itself  with  training,  job-finding,  schooling, 
legal  aid,  various  letels  of  correctional  institutions, 
plus  a spectrum  of  informal  as  well  as  formal  judicial 
sanctions. 

Abraham  Eeff.  M.D. 


Synopsis  of  Surgery,  Edition  2.  Richard  D.  Liechty, 
M.D.  and  Robert  f.  Soper,  M.D.  St.  Louis,  Mosby, 
1972.  Pp.  1108.  Illustrations  669.  ($15.50) 

Here  is  a fine  comprehensive  outline  of  general  surgery. 
It  contains  43  chapters  written  either  by  the  authors  or 
bv  other  experts  in  their  surgical  specialties.  .Several 
writers  state  that  the  textbooks  written  today  will  be 
designed  for  a particular  audience  (the  student,  either 
iir  school  or  15  years  out  of  school)  or  disctiss  specific 
topics  in  extensive  detail.  Mixing  the  two  types  of 
books  and  materials  presents  many  problems.  .Altbougb 
this  book  serves  more  for  the  student  for  study  and 
examination,  the  authors  see  it  as  bridging  the  gap 
toward  advanced  reference  books  which  discuss  topics 
in  detail. 

Besides  the  routine  review  of  surgical  topics  there  are 
chapters  on  "total  parenteral  feeding.”  “the  peritoneum 
and  acute  abdominal  conditions,"  "gastrointestinal 
hemorrhage,”  "pediatric  surgery,”  "geriatric  surgery,” 
"care  of  the  acutely  injurtxl  patient."  “transplantation,” 
and  "the  hand.”  Also  good  reviews  are  offered  on 
thoracic  and  pulmonary  surgery,  the  heart,  and  the 
peripheral  arteries  and  veins.  Each  chapter  is  concise, 
but  contains  up-to-datt:  useful  information.  References 
arc  given  for  each  chapter  at  the  end  of  the  book. 
Illustrations  and  reference  charts  are  numerous  and 
well  done.  The  index  is  complete. 

.'\n  excellent  review  in  each  subsurgical  specialty  gives 
the  student  or  surgeon  the  latest  views  as  to  the  cause 
of  developmental,  congenital,  or  traumatic  illness  and 
the  reeommended  treatment  at  the  present  time. 

Gcx>rgc  F.  Cowling.  M.D. 
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CLASSIFIED  ADVERTISEMENTS 


INTERNIST-CARDIOLOGIST  WANTED -Board  certified, 
qualified  to  associate  with  Internists-Cardiologist  and 
(iastroenterologist  in  Northern  New  Jersey  for  July 
1973.  Curriculum  vitae  with  reply.  ^Vrite  Box  No.  37, 
c/o  THE  JOURNAL. 


GENERAL  PRACTIONER  WANTED -As  replacement  in 
a large  stable,  active  general  practice  in  Mount  Holly, 
New  Jersey.  Present  owner  assuming  another  position. 
There  is  an  active  General  Hospital  in  the  community. 
Practice  to  be  vacated  at  the  end  of  December  1972 
and  a replacement  is  desired  to  begin  immediately 
after  that.  Write  or  call  J.  Arthur  Steitz,  M.D.,  479 
High  Street.  Mount  Holly,  New  Jersey  08060;  phone 
(609)  267-0646. 


WANTED— ENT  equipment  and  instruments.  Send  de- 
scription and  price.  Rolf  Nieman.  M.U.,  16101  Oak 
Hill  Road,  Silver  Spring,  Maryland  20904. 


PEDIATRICIAN— Interested  in  relocating  in  New  Jer.sey. 
Board  certified,  license  in  New  Jersey  and  fialifornia. 
14  years  private  practice,  latest  four  years  with  Food 
and  Drug  Administration,  TVashington,  D.C:.  area. 
References  available.  E.  J.  Shanahan,  M.D  , 8408 
Postoak  Road,  I’atomic,  Maryland  (301)  299-7195. 


NEEDED— MD  with  writing  or  eilitorial  experience  to 
work  full-time  on  nudti-media  educational  materials 
at  rapidly  expanding  medical  publishing,/ communica- 
tions company.  New  York  City  location.  Salary  com- 
mensurate with  experience.  \\’rite  Box  No.  38,  c/o 
THE  JOL’RNAL. 


FOR  SALE  — Home/office/Practice,  Successful  family 
practice,  well  furnished  and  equipped  office  with 
home.  Finable  to  continue  practice  because  of  illness. 
Lawrence  A.  McCay,  M.D.,  224  Oak  St..  Florence,  New 
Jersey  (609)  499-1277. 


Information  for  Advertisers — RATES;— S5.00  per  insertion  up  to  25  words:  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  "Write  Box  No.  000,  c/o  THE  JOURNAL'*  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


NEW  JERSEY 

EMERGENCY  ROOM 
FULL  TIME 

(APPROXIMATELY  3 DAYS  PER  WEEK) 

ALL  SHIFTS  AVAILABLE 
NEW  JERSEY  LICENSE  REQUIRED 

APPLY:  R.  J.  Matthews,  Personnel  Di- 
rector, Point  Pleasant  Hospital, 
Osborn  Ave.  and  River  Front, 
Pt.  Pleasant,  New  Jersey 
08742.  Phone  (201)  892-1100 


FOR  SALE — Hammonton,  N.  J. 
HOME  — OFFICE  — 
GENERAL  PRACTICE 

Three  bedroom  rancher  with  two  baths,  pwd.  rm., 
liv.  rm.,  formal  din.  rm.,  modern  kit.,  din.  area,  den, 
laundry  rm.,  with  attached  doctor’s  office  containing 
one  Ig.  waiting  rm.,  two  examining  rms.,  supply  rm., 
and  secretary’s  office,  and  pwd.  rm.  Situated  on  large 
lot,  Central  Ave.,  Hammonton,  N.J.  Dwelling,  2100 
square  feet,  office  area,  1047  square  feet.  Office, 
one  year  old,  fully  equipped.  Physician  now  deceased. 

M.  L.  RUBERTON  AGENCY,  124  Bellevue  Ave. 
Hammonton,  N.  J.  08037  (609)  561-1200 


PHYSICIAN  WANTED:  Internisf  or  Gen- 
eral Physician  with  experience  in  intern- 
al medicine  to  work  on  acute  medical 
service  of  large  psychiatric  hospital. 
Jersey  Shore  area.  Excellent  personnel 
programs  and  benefits.  State  license 
required.  Salary  to  $29,714  depending 
on  qualifications.  Write  or  phone  AAichael 
R.  Simon,  M.D.,  Medical  Director,  Marl- 
boro Psychiatric  Hospital,  Marlboro,  New 
Jersey.  Telephone.  (201)  946-8100. 


WEST  CALDWELL,  ESSEX  COUNTY 

Ideal  for  medical  practitioner,  beautiful 
8 room  home  plus  5 room  suite.  4 Bed- 
rooms, 2V2  baths,  modern  kitchen, 
formal  dining  room,  large  living-room, 
den,  2 cor  garage.  Many  extras. 

Cuyler  W.  Hasemann,  Inc.,  REoltor.  201- 
266-1565 
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SOLID  LINE:  Vitamin  C blood  levels  obtained  with 

sustained-medication  capsules  (CEVI-BID). 
BROKEN  LINE:  Vitamin  C blood  levels  obtained  with  tablets. 


+0.2- 
+0.1- 
0- 
-O.l- 
-0.2- 

~0  1 2 3 4 5 6 7 8 hours 

Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  *Adaptation 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

' Riccitelli,  M.  L.:  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Amer.  Geriatrics  Soc.  20:  34,  1972. 


DEVELOPERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


NEW  JERSEY  ACADEMY 
OF  FAMILY  PHYSICIANS 
MINI  CONVENTION 


Siimlay,  F'ebriiary  25,  1973  to  Wednesday,  February  28,  1973 
Playboy  Convention  Center  — Great  Gorge,  N.  J. 

WHAT  YOU  WANTED  lO  KNOW  ABOUT 
DOCTORING  BUT  WERE  AFRAID  TO  ASK 

ACCREDITED  EDUCATIONAL  PROGRAMS 

1.  SMALL  GROUP  DISCUSSION:  Between  doctors  and  consult- 
ants. To})ics  will  explore  the  causes  and  results  of  conflicts  in  the 
professional  and  personal  identities  of  the  physician.  Also  his 
relationship  to  his  family,  his  practice  and  his  goal  achievements. 

2.  ALCOHOLISM:  The  nnmher  one  addition  in  the  nation!  New 
concepts  about  how  the  familv  physician  is  in  the  forefront  of 
prevention,  treatment  and  management  of  the  alcoholic.  Also  dis- 
cussed will  he  drinking  prohlems  of  the  phvsician,  his  family,  his 
colleagues  and  his  patients. 

• 

THERE  WILL  ALSO  BE  GROUP  DISCUSSION  FOR 
WIVES  AND  TEENAGERS  ON  MUTUAL  PROBLEMS 

• 

W inter  Sports,  indoor  Tennis.  Swimming.  Boutiques.  Ladies  Pro- 
gram. Nightly  Entertainment.  Special  Nights.  Cocktail  Parties. 
Annual  Banquet  honoring  onr  incoming  President. 

For  additional  information 

^ rite  NJAFP,  144  South  Harrison  Street,  East  Oranpe,  New  Jersey  07018,  or 
Carl  Restivo,  ^I.  D.,  General  Chairman  I 201  I 708-2900 

SEND  RESERVATION  TO:  Reservation  Desk 

Plavbov  Club  Hotel 
P.  O.  Box  637 
IMcAfee,  N.  J.  07428 
(201)  827-6000 


LibHum  and 

^lordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  anlianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 


ergics and  antacids. 


Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  j)sychologic  and  physical  dysf  unc- 
tions; indicated  when  reassurance  and  counseling 


*-'BRARy 

3 1973 
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are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerabll 
apj)roj)riate  levels. 

Effect  on  mental  acuity:  Usually  minimal  onj 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  generl 
use,  the  most  common  side  eff  ects  reported  havq 
been  drotvsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 


in  relief  of  clinically 
significant  anxiety 

Librium 

Cchlordiazepoxide 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


5-mg, IO-mg9  25-mg  capsi 
up  to  lOO  mg  daily  in 
severe  anxiety 


tated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
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elderly  and  debilitated.  T 
ble  in  most  instances  by 
adjustment,  but  are  also 
served  at  the  lower  dosa; 
few  instances  syncope  h. 

Also  encountered  are  iso 
skin  eruptions,  edema,  n 
irregularities,  nausea  an 
extrapyramidal  symptorr 
decreased  libido— all  infi 
generally  controlled  with 
tion:  changes  in  EEC  patterns  (low-volta 
fast  activity)  may  appear  during  and  aft 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasio 
ally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro 
tracted  therapy. 

Supplied:  Librium®capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®tablets  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide. 


Roche  Laboratories 
Division  of  Holfmann-La  Roche  Inc 
Nulley.  N J 07110 
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ANNUAL  MEETING  — May  12-15,  1973 
Haddon  Hall,  Atlantic  City 


THE  MEDICAL  SOCIEl  Y OE  NEW  JERSEY 

Endorsed  Insurance  Plans 

$2,200  ACCIDENT  AND  HEALTH  INSURANCE 

$1,200  a month  maximum  BASIC  total  disability  benefit. 

Arcidenl:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

Sickness:  from  8th  day,  up  to  2 years 

Accident : may  be  EXTENDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 
$2,200  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  tor  accident — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st.  15th.  .81st,  61st  or  9lst  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $150,000  ot  Convertible  Term  Life  Insurance 

(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

•k  -k  ir 

MAJOR  EXPENSE  INSURANCE 

$25,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $750  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ A ★ 

HOSPITAL-MONEY  PLAN 

$20-$30-$10  per  day  paid  for  each  day  that  you  or  your  dependents 
$50-$60  are  hospitalized,  from  the  first  day  for  as  long  as  365 
days  for  any  one  accident  or  sickness.  Benefits  are  tax-free. 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 

$200,000  maximum  for  meml)er,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 

H.R.  10  (KEOGH)  RETIREMENT  PI^N  ★ ★ CORPOR.\TE  MASTER  PLAN 

NEW  — EPIC  AUTOMOBILE  INSURANCE  — NEW 


APPLICATIONS  CONSIDERED  AT  ANY  TIME 
Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations 
for  acceptance  of  risks.  New  members  have  special  privileges  during  the  first 
few  months  of  membership;  ask  for  specific  details  if  you  were  recently  elected 
or  have  applied  for  membership. 


Information  and  claim  service  are  as  close  as  your  telephone. 

E.  &W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET,  JERSEY  CITY,  NEW  JERSEY  07302  (201)  DEIawara  34340 


The  Rx  that  says 
“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that’s  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 

begins  to  work  within  30  minutes. . yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a ' roller-coaster''  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers.* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that's  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

’Based  on  surveys  of  average  dally  prescription  costs. 


Buliisol  SODIUM 

(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease:  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms:  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression:  use  with  alcohol  or  other  CNS  depressants, 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  hangover 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i  d.  or  q.i.d  For  hypnosis,  50  mg.  to  100  mg.  Available  as:  Tablets.  15  mg.,  30  mg.,  50  mg.,  100  mg  : Elixir,  30  mg.  per 
5 cc  (alcohol  7%)  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital))  15  mg  . 30  mg  , 50  mg.,  100  mg. 


(Me  NEIL) 


McNeil  Laboratories,  Inc  Fort  Washington.  Pa.  19034 


ATTENTION  DOCTORS 

We  need  qualified  Physicians  to  do 
consultative  examinations  in  spe- 
cialty fields.  Examinations  are 
scheduled  in  your  own  office.  Re- 
imbursement approximates  the  cus- 
tomary charges.  If  you  are  interest- 
ed, write  to: 

Eric  H.  Wolf,  M.D.,  Medical  Director 
Division  of  Disabiiity  Determinations 
Room  302, 3rd  Floor 
1 1 00  Raymond  Boulevard 
Newark,  New  Jersey  07102 

or  call  collect  (1:00  to  4:00  p.m.) 

201-648-2527 


MEDICAL 

RESEARCH 

Unusual  opportunity  for  research 
oriented  M.D.,  with  some  post- 
graduate training,  to  build  long- 
term career  in  unique  medical  re- 
search program  jointly  sponsored 
by  two  of  world’s  foremost  inter- 
national pharmaceutical  organiza- 
tions. Serious  interest  in  clinical 
research  essential.  Experience  or 
interest  in  internal  medicine  or  its 
sub-specialties  most  helpful.  Some 
clinical  pharmacology  and/or  in- 
dustry experience  an  asset  but  not 
essential.  Base — Middle  Atlantic. 
Applicant  will  have  chance  for 
European  travel,  although  travel 
requirements  are  flexible.  Salary 
low  $30,000’s,  plus  generous 
fringe.  Write  or  call  collect: 

PACKARD  ASSOCIATES 

3 Water  Lane,  Manhasset,  N.Y.  11030 
516-627-0656 


Dear  Doctor; 

This  month’s  “Bio-Science  Reports/  on 
the  page  opposite,  is  another  service  of 
Bio-Science  Laboratories. 

From  time  to  time,  you’ll  be  seeing  dif- 
ferent reports  in  your  New  Jersey  State 
Medical  Society  Journal  dealing  with 
laboratory  medicine  as  it  applies  to 
your  clinical  practice. 

Over  the  past  25  years,  physicians  such 
as  yourself  have  found  that  our  labo- 
ratory service  provides  a continuing 
source  of  accurate  results  and  helpful 
literature.  An  additional  service  is  pro- 
vided to  our  New  Jersey  clients  through 
our  Branch  Laboratory  in  Philadelphia. 

Please  use  the  coupon  at  the  bottom  of 
the  “Bio-Science  Reports’’  to  request 
any  information  about  our  services, 
fees,  or  free  starter  materials;  or  call  the 
Philadelphia  office  and  ask  for  Dr.  Carl 
Alper. 

We  are  looking  forward  to  serving  you. 
Sincerely, 


Donald  C.  Cannon,  M.D.,  Ph.D. 
Director 


Bio-Science 

Laboratories 
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Vitamin  B12  and  Folate 

Why  and  when 

Depletion  of  Vitamin  B,2  is  the  paramount  feature  of  per- 
nicious anemia  and  is  a pathogenetic  factor  in  most  cases 
of  the  megaloblastic  syndrome.  In  true  pernicious  anemia 
or  following  total  gastrectomy,  the  6,2  deficiency  arises 
from  a selective  absorption  defect  caused  by  the  absence 
of  intrinsic  factor,  a glycoprotein  secreted  in  normal  gas- 
tric juice.  Vitamin  6,2  deficiency  may  also  occur  from  vari- 
ous other  causes,  most  important  of  which  are  the  various 
malabsorption  syndromes.  Serum  levels  are  a reliable 
indication  of  Vitamin  8,2  nutrition  when  liver  disease  and 
myeloproliferative  disorders  can  be  ruled  out.  Hepato- 
cellular damage,  especially  viral  hepatitis,  can  cause 
release  of  Vitamin  B|2-binding  protein  into  the  blood,  thus 
facilitating  an  increase  in  Vitamin  8,2  levels. 

Serum  8,2  is  decreased  in: 

Pernicious  anemia 
Malabsorption  syndrome 
Gastrectomy 

Lesions  of  the  small  intestine  — ileal  resection,  blind 
loop,  strictures,  diverticulosis,  anastomosis,  regional 
enteritis 

Nutritional  vitamin  deficiency 
Pregnancy 

Diphyllobothrium  latum  infestation 

Serum  8,2  is  increased  in: 

Acute  and  chronic  myelogenous  leukemia 

Polycythemia  vera 

Myeloid  metaplasia 

Liver  disease  — cirrhosis,  hepatitis 


Jm|>  Reports 


Megaloblastic  anemias  of  infancy  and  pregnancy  are 
frequently  the  result  of  folate  deficiency.  Infants  with 
various  pathological  conditions  are  predisposed  to  folate 
deficiencies.  Rapidly  growing  tissues  and  intensive  hema- 
topoiesis to  meet  the  steadily  expanding  blood  volume  in- 
crease the  demand  for  folate.  Reserves  are  low  even  in 
healthy  infants,  especially  those  fed  with  heated  cow’s 
milk.  Any  infection  may  produce  a clinical  deficiency  state. 

Although  some  infants  with  megaloblastic  anemia 
respond  to  small  doses  of  Vitamin  8,2,  this  therapeutic 
“cross-effectiveness"  has  not  yet  been  fully  explained  and 
treatment  with  the  “wrong"  vitamin  is  potentially  danger- 
ous. In  megaloblastic  anemias  cytological  examinations 
cannot  establish  the  specific  etiology.  Since  diagnosis  by 
therapeutic  trials  is  cumbersome,  the  investigation  of 
serum  levels  of  both  compounds  is  indicated. 

Borderline  serum  folate  levels  are  difficult  to  interpret  in 
those  patients  with  little  or  no  hematologic  changes.  In 
such  cases  the  measurement  of  red  blood  cell  (RBC) 
folate  levels  (where  8,2  deficiency  has  been  excluded)  will 
provide  an  accurate  quantitative  guide  to  the  severity  of 
folate  deficiency.  When  RBC  folate  is  subnormal  the  indi- 
cations are  a severe  depletion  of  the  folate  content  of  both 
the  hemopoietic  and  liver  cells. 


Bio-Science 

Laboratories 


Main  Lab:  7600  Tyrone  Ave., 
Van  Nuys,  California  91405 
Philadelphia  Branch: 

116  So.  Eighteenth  St., 
Philadelphia,  Pa.  19103 
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Bio-Science  Laboratories 

7600  Tyrone  Avenue 
Van  Nuys,  California  91405 

Dept.  X 


HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 


Gentlemen:  Please  send  me,  without  obligation: 


Q A copy  of  your  Handbook  of  Specialized 
Diagnostic  Laboratory  Tests 

Q A starter  lab  pack  containing  a small  supply  of 
postage-paid  mailing  containers  and  Fee  Schedule 

Q Information  on 

(write  in  name  of  test) 


Name 


Address 


Zip 


This  190-page  book,  now  in  its  ninth 
edition,  is  a uniquely  informa- 
tive source  to  keep  you  up- 
to-date  on  the  newer 
laboratory  tests,  such 
as  Vitamin  8,2  and 
folate,  available  to  clini- 
cians. You  will  find  it  a 
handy  reference  guide  for 
normal  values  and  quick 
summations  on  tests  which 
can  aid  in  your  diagnostic 
problems.  Copies  are  available 
to  physicians  and  lab  personnel 
without  obligation.  Simply  fill  out 
and  mail  this  coupon. 


City 


State 
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Why  send  him 
to  the  islets 
of  Langerhans? 


Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD*  Geigy 

phenformin  HCl 

lowers  blood  sugar  without  raising  blood  insulin . 


DBI®  phenformin  HCl 
Tablets  of  25  mg. 

DBI-TD®  phenformin  HCl 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 
Indicalions:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoxemia. 


IVarnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(8)98-146-103  0 (6/72) 

For  complete  details,  including 
dosage,  please  see  full  prescribing 
information. 


GEIGY  Pharmaceuticals  g 

Division  of  ® 

CIBA-GEIGY  Corporation  m 

Ardsley,  New  York  10502  ° 


He  won’t  resbt 
feeling  better  with 

Mylanta 

Because  the  taste  is  good . 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


uquid|VIYIAIMTAI^blets 

aluminum  and  magnesium  hydroxides  with  simethicone 

STUART  PHARMACEUTICALS  | D,v,s.on  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 
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PROGRESS 

AND 

GROWTH 
IN  1972 


1972  was  another  successful  year  for  the 
Medical-Surgical  Plan  of  New  Jersey,  for  its 
Blue  Shield  Participating  Physicians  and  for 
the  public  it  serves. 

Total  enrollment  increased  by  six  percent  to  a 
new  high  of  3,700,000.  More  than  half  of  the 
state’s  population  is  now  covered  by  New 
Jersey  Blue  Shield.  It  is  the  fourth  largest  plan 
in  the  nation. 

New  Jersey  Blue  Shield  paid  out  an  estimated 
$90,000,000  for  medical  care  services  ren- 
dered in  1972,  an  increase  of  more  than  six 
percent  over  1971  payments. 


The  continuing  success  of  the  Plan  is  primarily 
due  to  the  interest  and  support  of  its  Partici- 
pating Physicians  whose  commitment  to  the 
service  benefit  programs  makes  Blue  Shield 
possible.  These  Participating  Physicians  have 
proven  to  the  people  of  New  Jersey,  that,  in 
partnership  with  the  Medical-Surgical  Plan  of 
New  Jersey,  they  can  deliver  high  quality 
medical  care  at  a reasonable  cost. 


This  is  the  reason  Blue  Shield  is  referred  to  as 
“the  Doctor’s  plan’’ 


BLUE  SHIELD 

Medical-Surgical  Plan  of  New  Jersey 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


>ome  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  cheek  on  w hether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  w hat  his  response  has 
been.  Along  w ith  the  medical  and 
social  history,  this  information  can 
I help  you  determine  initial  dosage, 

I the  possibility  of  side  effects  and 
I the  ultimate  prospects  of  success 
j or  failure. 

[,  While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  ed.  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
j venience  it  is  available  in  2-mg,  5-mg 
li  and  lo-mg  tablets. 

; Drow  siness,  fatigue  and  ataxia 
I have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
I as  driving  or  operating  machinery. 

i 

Roche  Laboratories 
Division  of  Hotfmann-La  Roche  Inc. 

Nutley.  N J,  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  I'cnsion  and  anxiety  states;  somatic  com- 
plaints v\  liich  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  piaticnts.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  W'ithdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

^ide  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  :o<in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  \alium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  nig;  bottles  of  100  and  500.  All  strengths  also  availame  in 
Tel-E- Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


Not  too  little,  not  too  much, 
but  just  right! 


‘‘Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ilo^neXiquid  250 

lLrythn.Tn\'cin  Kstolatc 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
10  the  prolession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


EDITORIALS 

The  Passing  of  the 
Mobile  X-ray  Unit 

With  antibiotic  and  chemotherapy  for  tuber- 
culosis, the  “white  plague”  is  no  more.  The 
former  incidence,  morbidity,  mortality,  and 
long  duration  of  illness  have  improved  re- 
markably so  that  this  disease  has  lost  its 
former  dread.  Modern  therapy  is  so  potent 
and  specific  that  failure  to  respond  justifies 
doubt  as  to  the  diagnosis,  while  inadequate 
therapy  can  confuse  the  clinical  picture. 

The  benefits  of  modern  therapy  are  evident  in 
the  closing  or  transformation  for  other  pur- 
poses of  many  former  tuberculosis  hospitals 
(Trudeau,  Raybrook,  American  Hospital  in 
Denver,  Sea  View,  and  many  others),  and  in 
the  present  use  of  ambulatory  care  in  lieu  of 
the  prolonged  hospital  stay  and  bed  rest  of 
the  past. 

With  this  dramatic  changing  picture,  methods 
of  case  finding  in  the  general  population  must 
change  too.  The  mobile  x-ray  unit  is  no  longer 
an  effective  public  health  measure  to  achieve 
this  objective.  Watching  for  the  conversion  of 
the  negative  reactor  offers  a less  costly,  less 
hazardous,  and  more  informative  “alert”  for 
further  procedures  to  rule  out  active  tubercu- 
losis in  the  lung  and  elsewhere.  The  mobile 
x-ray  unit  too  requires  relatively  higher  levels 
of  exposure  to  ionizing  radiation. 

.\11  progress  brings  change  and  this  often  de- 
mands adjustment;  in  this  instance  a change 
in  policy.  The  new  joint  policy  statement  of 
the  American  College  of  Chest  Physicians,  the 
.\merican  College  of  Radiology,  and  HEW 
Food  and  Drug  Administration  recommend- 
ing the  abandonment  of  the  mobile  x-ray 
unit  as  a means  of  case  finding  is  timely  and 
welcome  and  an  indication  of  real  progress. 

—From  ihe  New  York  State  Tournal  of  Medicine,  Tulv 
1.5,  1972. 


Hazards  of  Medication 

It  is  not  news  to  observe  that  we  live  in  a 
drug-oriented  culture.  Some  two  billion 
prescriptions  are  annually  dispensed  in  the 
U.S.A.  not  to  mention  the  millions  (or  maybe 
billions)  of  over-the-counter  doses  sold  by  re- 
tail outlets.  And  television  commercials  con- 
stantly remind  us  of  the  magic  that  the  pills 
and  liquids  can  work  when  dropped  into  the 
ever-receptive  gastrointestinal  tract. 

Vet,  in  the  words  of  a recent  book*  on  the 
subject,  “there  are  no  harmless  medications. 
All  are  potentially  hazardous  and  must  be 
prescribed  with  caution.”  This  kind  of  warn- 
ing cannot  be  repeated  too  often. 

Our  own  .Stewart  .Alexander  was  one  of  the 
co-authors  of  this  volume.  One  of  the  lesser 
remembered  hazards  is  the  wrong  dose  caused 
by  confusion  of  grains  and  Grams  or  by  miss- 
ing one  of  the  zeros  in  such  dosages  as  0.005 
grains.  .Another  hazard  comes  from  look-alike 
trade  names.  (AMu  wouldn’t  want  the  phar- 
macist to  issue  Laxsil  because  you  w'rote 
Lasix  so  badly  on  your  Rx  blank,  for  in- 
stance.) Then  too,  there  is  the  matter  of  in- 
compatibilities. Everyone  of  us  who  got  out 
of  medical  school  before,  perhaps  1930,  heard 
a lot  about  and  worried  about  incompatibili- 
ties. Remember  to  indicate  the  number  of 
refills  you  want,  aird  don’t  let  the  patient  refill 
the  medication  for  twenty  years,  because  you 
forgot  to  put  a stop  date  on  it.  Consider  too, 
the  effect  of  medication  on  biochemical  tests 
that  may  have  been  ordered.  Some  drugs  in- 
teract badly  wdth  some  foods — M.AO  inhibi- 
tors with  cheese-like  products,  for  instance. 
After  all,  one  of  the  main  businesses  of  Medi- 
cine is  medicine,  and  we  ought  to  remember 
that  every  prescription  blank  bearing  our  sig- 
nature is  not  only  a passport  to  health  as  the 
patient  sees  it,  but  may  sometimes  be  a pass- 
port to  mischief. 


* Hazards  of  Medication.  Eric  W.  Martin,  Ph.D., 
Stewart  F.  .Alexander,  M.D.,  Donald  J.  Farage,  LL.D., 
and  \W  E.  Ha.ssan,  Jr.,  Ph.D.  Philadelphia,  Lippincott, 
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Emotional  Problems 
of  Physicians 

In  one  of  its  August  1972  issues,  the  New 
England  Journal  of  Medicine  published  the 
fruit  of  a long  research  study  by  a Tufts- 
Harvard  team  (l)rs.  George  Vaillant,  Nancy 
Sobowale,  and  Charles  McArthur)  which  sug- 
gests a high  title  of  emotional  illness  among 
physicians.  Not  only  that,  but  the  researchers 
reject  the  thesis  that  the  problems  are  the 
result  of  the  tension-producing  responsibilities 
of  medical  practice  and  ascribe  the  difficulties 
to  childhood  experiences.  Three  criteria  were 
overuse  of  drugs,  need  for  frequent  psychia- 
tric consultation,  and  a bad  marriage.  The 
index  group  consisted  of  47  physicians  against 
a control  of  79  men  who  had  been  their  class- 
mates at  premedical  colleges.  The  79  controls 
went  into  other  professions.  The  research  re- 
vealed the  (seemingly  incredible)  figure  that 
47  per  cent  of  the  physicians  had  had  bad 
marriages,  a finding  only  slightly  alleviated  by 
the  report  that  32  per  cent  of  their  non- 
medical contemporaries  had  also  achieved  bad 
marriages.  The  definition  of  “bad  marriage” 
was,  perhaps,  a bit  generous,  since  it  was 
defined  as  “the  couple  not  considering  the 
relationship  stable  and  that  divorce  had  been 
at  least  casually  considered.” 

Another  problem-pointing  criterion  was 
“seeking  relief  from  drugs.”  This  meant 
“using  sleeping  pills,  amphetamines,  or  tran- 
quilizers for  more  than  a month.”  For  doctors, 
this  figure  turned  out  to  be  36  per  cent  with 
22  per  cent  for  the  controls.  And  it  seemed 
that  34  per  cent  had  visited  a psychiatrist  ten 
or  more  times.  This  might,  of  course,  be  con- 
strued as  evidence  of  making  a constructive 
decision  rather  than  as  a reflection  of  emo- 
tional pathology.  And  the  “often”  use  of  hyp- 
notic medication  is  also  a questionable  cri- 
terion of  psychopathology.  The  high  ratio 
among  non-physicians  (22  per  cent  of  all  the 
controls)  would  seem  to  dilute  the  signifi- 
cance of  the  interpretation. 

It  is  impossible  to  weigh  the  selective  effect 
of  medical  school  acceptance.  In  a way,  fresh- 


men medical  students  represent  survivors 
among  thousands  who  had  entered  premedi- 
cal programs.  The  base  year  was  1942.  The 
subjects  had  all  been  college  sophomores  that 
year.  That  was  right  after  Pearl  Harbor,  and 
it  is  a question  how  “normal”  that  period 
might  be  considered. 

One  of  the  conventional  complaints  against 
physicians  today  is  that  they  lack  compassion 
and  treat  patients  coldly  and  mechanically. 
One  would  think  that  a little  anxiety  is  a 
desirable  trait  in  a medical  practitioner.  In 
concern  about  his  patients,  a doctor  should 
have  a reasonable  level  of  anxiety.  And  per- 
haps one  of  the  things  shown  by  this  Vaillant 
survey  is  that  a certain  proportion  of  physi- 
cians are  anxiety-prone.  It  is  hard  to  accept 
the  implication  that  anxieties  are  not,  in  part 
at  least,  due  to  the  pressures  and  responsibili- 
ties of  the  practice  itself. 


Fountainhead  of 
All  Research 

You  sometimes  hear,  as  a bit  of  flippancy,  that 
practice  woidd  be  fine  if  only  we  didn’t  have 
to  worry  about  patients.  Since  patients  are  the 
only  reason  for  practicing  medicine,  the  joke 
is  not  very  funny.  The  patient  also  has  a less 
obvious  role.  He  is  the  fountainhead  of  all 
research.  Imaginative  people  are  always  trying 
to  dream  up  research  projects.  But  they  often 
leave  untilled  the  one  never-ending  source  of 
ideas  and  fountain  of  factual  datum — the  one 
we  must  know  how  to  read.  It  is  an  endless 
source,  one  not  exhaustible.  He  is  a book 
waiting  to  be  read  by  a sensitive  eye  and  an 
inspired  mind.  Every  patient  offers  an  oppor- 
tunity for  a fresh  look  at  the  facts.  In  the 
equations  of  medical  research,  he  represents 
the  unknowns,  and  converting  the  unknown 
into  the  known  is  the  goal  of  medical  research. 
If  one  appears  to  be  worn  out  bv  revie^ving 
the  same  research  questions,  there  is  strength 
to  be  found  by  going  back  to  the  prime  source: 
the  patient.  It  takes  time,  thoroughness,  in- 
novativeness, and  creativeness.  But  these  are 
precisely  the  elements  of  sound  practice. 
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ORIGINAL  ARTICLES 


Here  offered  is  a veritable  handbook  on  the  handline 
oj  arrhythmic  emergencies  in  patients  with  myocardim 
infarction. 

Emergency  Management  of 
Arrhythmias  in  Patients  with 
Myocardial  Infarction* 


Bernard  L.  Segal,  M.D./Philadelphia 

About  550,000  people  die  each  year  in  the 
United  States  because  of  coronary  heart  dis- 
ease. Half  of  these  patients  never  reach  the 
hospital.  Approximately  a quarter  million  of 
these  patients  will  die  of  cardiac  failure  and 
cardiogenic  shock  syndrome. 

During  the  past  ten  years,  the  development  of 
coronary  care  units  has  impressively  reduced 
mortality  from  acute  myocardial  infarctions. 
The  effectiveness  of  the  coronary  care  units  is 
due  to  careful  monitoring  of  patients.  Sudden 
death  in  acute  myocardial  infarction  is  gener- 
ally due  to  electrical  derangement  in  heart 
rhythm  manifesting  as  ventricular  fibrillation. 
Premature  ventricular  contractions  (PVC) 
precede  the  sudden  death.  If  detected,  these 
premonitory  arrhythmias  can  be  suppressed 
appropriately  before  they  develop  into  more 
serious  rhythm  disturbances.  Suppression  of 
the  PVC  with  antiarrhythmic  drugs  prevents 
the  occurrence  of  ventricular  fibrillation. 
Coronary  care  should  begin  as  soon  as  the 
patient  reaches  the  emergency  room  of  a hos- 
pital even  before  entering  the  coronary  care 
unit. 

Most  arrhythmias,  especially  the  life-threaten- 
ing ones,  occur  within  the  first  four  to  five 
days  of  an  acute  myocardial  infarction.  Ap- 
proximately 40  per  cent  of  all  deaths  occur 
during  the  first  hour.  Ventricular  fibrillation 
is  twenty-five  times  more  likely  to  happen  dur- 
ing the  first  four  hours  than  in  the  following 


twenty-four  hours.  This  underscores  the  neces- 
sity of  applying  the  principles  of  coronary 
care  at  the  earliest  opportunity  and  not  wait- 
ing until  the  patient  is  transferred  to  the 

ecu. 

About  two-thirds  of  the  patients  require  ther- 
apy even  before  transfer  to  the  hospital. 
Brady  and  tachyarrhythmias  occur  in  approx- 
imately 80  per  cent  during  the  first  hour.  Pa- 
tients with  acute  myocardial  infarction  should 
be  monitored  at  the  earliest  possible  moment. 
The  physician  at  the  bedside  must  recognize 
these  arrhythmias  which  are  often  potentially 
serious  and  life-threatening.  He  must  be  able 
to  deal  quickly  and  appropriately  with  these 
rhythm  disturbances. 

The  physician  should  also  be  available  for 
cardiopulmonary  resuscitation.  Resuscitation 
is  unlikely  to  succeed  where  cardiac  arrest 
complicates  a progressive  downhill  course  ac- 
companied by  serious  metabolic  disturbances 
secondary  to  failing  respiration  or  perfusion. 
Patients  with  evidence  of  severe  cardiac  de- 
compensation rarely  survive  the  initial  arrest. 
However,  among  those  patients  who  were 
previously  not  hypertensive  or  in  gross  cardi- 
ac failure,  there  is  generally  a high  success 
rate,  with  many  patients  surviving  to  leave 
the  hospital  with  a good  long-term  prognosis. 


•Read  before  the  Sections  on  Medicine,  Cardiovascular 
Diseases,  and  Radiology,  206th  Annual  Meeting,  The 
Medical  Society  ol  New  Jersey,  Atlantic  City,  May  7, 
1972.  Dr.  Segal  is  Clinical  Professor  of  Medicine, 
Hahnemann  Medical  College. 
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Tile  restoration  oi  interrupted  ventilation, 
the  correction  of  hypokalemia  or  severe  hy- 
pervolemia may  lead  to  a successftil  resuscita- 
tion. It  is  part  of  the  physician’s  duty  to 
recognize  these  life-threatening  arrhythmias 
early,  to  treat  them  promptly,  to  administer 
cardioptilmonary  restiscitation  in  those  pa- 
tients who  are  a good  risk.  It  is  also  the 
responsibility  of  the  physician  to  recognize 
the  inevitability  of  death  in  certain  situations 
and  to  avoid  the  unnecessary  physical  and 
emotional  trauma  a.ssociated  with  an  nnsuc- 
cessftd  attempt  at  resuscitation. 

Arrhythmias  in  an  acute  myocardial  infarc- 
tion can  he  categorized  according  to  their 
ventricular  rate.  When  the  heart  rate  is  too 
slow,  we  term  these  conditions  as  bradyar- 
rhythmias  and  too  fast — tachyarrhythmias. 

Tachyarrhythmias 

Tachycardia  originating  from  the  atrio- 
ventricular junction  or  ventricles  may  precip- 
itate seriotis  and  even  fatal  consequences  for 
the  [latient.  The  rapid  heart  rate  often  leads 
to  a sharp  fall  in  cardiac  output  with  hypo- 
tension and  redticed  coronary  perfusion. 
Cardiac  decompensation  may  be  made  worse 
becau.se  the  increased  heart  rate  increases  the 
demand  of  the  myocardium  for  oxygen  at  a 
time  when  the  patient  can  least  afford  it.  The 
prevention  and  the  prompt  termination  of  a 
tachyarrhythmia  is  the  major  reason  why  the 
ecu  may  save  lives. 

Atrial  Arrhythmias 

.\trial  jiremature  beats  (frecjuently  the  har- 
binger of  premature  atrial  tachycardia)  have 
been  detected  in  about  15  to  30  per  cent  of 
continuously  monitored  patients  with  myo- 
cardial infarctions. 

PAT  is  uncommon,  occurring  in  1 to  5 per 
cent  of  all  patients  with  myocardial  infarc- 
tion. These  episodes  may  be  short  or  sus- 
tained and  are  sometimes  episodic.  Occasion- 
ally, this  arrhythmia  is  the  result  of  digitalis 
toxicity.  It  is  often  seen  in  patients  with 
cardiac  failure  and  the  management  is  dic- 


tated by  the  urgency  of  converting  the  ar- 
rhythmia. Carotid  sinus  pressure,  gagging, 
and  the  Valsalva  maneuver  often  terminate 
the  attack;  Digoxin  administered  intraven- 
ously 0.5  mg.  to  1 mg.  with  slow  increments 
of  digoxin  therapy  is  often  successful  in  ter- 
minating the  attack.  Cardioversion  should  be 
applied  only  if  the  P.\T  precipitates  serious 
hypotension,  failure,  or  coronary  insufficiency 
pain. 

W’hen  the  P.VT  is  due  to  digitalis  excess,  then 
the  re])lacement  of  potassium  40  to  60  milli- 
eciuivalents  over  a three  to  four  hour  peri- 
od intravenously  or  potassium  chloride  by 
mouth  is  often  succe.ssful  in  terminating  the 
arrhythmia.  Propranolol,  1 to  2 mg.,  given 
slowly  intravenously  may  be  useful  particu- 
larlv  when  cardiac  failure  is  absent.  Cardio- 
version is  contraindicated  in  these  patients. 
Diphenylhydantoin  is  often  helpful  in  termi- 
nating the  arrhythmia,  if  gi\en  100  to  300 
mg.  intravenously. 

Atrial  Flutter 

This  is  extremely  rare  in  the  patient  with 
acute  myocardial  infarction.  Digoxin  alone 
may  terminate  the  attack,  0.5  mg.  intra- 
venously to  slow  the  atrial  flutter  and  in- 
crea.se  the  block,  then  quinidine,  2 to  400  mg. 
every  2 to  4 hours  for  five  doses,  may  convert 
the  patient  to  sinus  rhythm.  If  the  atrial  flut- 
ter should  persist  in  spite  of  digoxin  therapy, 
the  drug  should  not  be  continued  and  DC 
conversion  using  a synchronized  shock  is  very 
often  successful  in  treating  this  arrhythmia. 
In  the  absence  of  cardiac  failure,  digoxin 
plus  propranolol,  1 to  2 mg.  intravenously, 
every  3 to  4 hours,  or  10  to  30  mg.  by  mouth 
every  4 to  6 hours,  may  be  combined  with 
digoxin  therapy  to  slow  the  ventricular  re- 
sponse. The.se  patients  may  require  mainte- 
nance quinidine,  200  mg.  to  400  mg.  even'  4 
to  6 hours,  to  prevent  recurrent  episodes. 

Atrial  Fibrillation 

This  occurs  in  approximately  10  per  cent  of 
patients  with  myocardial  infarction,  is 
sometimes  intermittent,  and  may  revert  spon- 
taneously. The  ventricular  response  generally 
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slows  with  cligoxin  orally  and/or  proprano- 
lol therapy.  Propranolol  is  advised  for  pa- 
tients without  cardiac  failure.  Conversion  is 
often  successful  with  quinidine.  These  pa- 
tients can  also  he  converted  with  DC  cardio- 
version. 

Ventricular  Tachyarrhythmias 

T he  elimination  of  sudden,  fatal,  ominous 
ventricular  arrhythmias  has  reduced  mortali- 
ty in  acute  myocardial  infarction.  Emphasis 
has  been  placed  on  the  ventricular  premature 
contraction  as  a precursor  to  ventricular 
tachycardia  or  fdjrillation.  Incidence  of  po- 
tentially fatal  ventricular  arrhythmias  de- 
creases markedly  in  the  initial  week  after 
acute  myocardial  infarction. 

Ventricular  Premature  Beat 

The  VPC  occurs  in  at  least  80  per  cent  of  the 
constantly  monitored  patient  during  acute 
myocardial  infarction.  The  hazards  of  a VPC, 
particularly  when  they  occur  in  the  vulner- 
able phase  of  the  cardiac  cycle  are  likely  to 
precipitate  ventricular  tachycardia  or  ventric- 
ular fibrillation.  Repetitive  ventricular  beat- 
ing may  also  be  initiated  by  ventricular 
ectopic  beats  outside  the  vulnerable  phase. 
We  generally  accept  the  criteria  for  suppres- 
sion of  VPC’s  in  the  setting  of  myocardial 
infarction:  (a)  when  they  occur  with  an  ab- 
solute frequency  greater  than  five  beats  per 
minute:  (b)  when  they  fall  in  the  vulnerable 
phase  of  the  cardiac  cycle;  (c)  when  they  are 
multifocal:  and  (d)  when  they  are  coupled 
or  occur  in  salvos.  For  the  suppression  of 
ventricular  ectopic  beats,  lidocaine  is  general- 
ly the  most  effective  and  least  toxic  agent. 
The  efficacy  of  lidocaine  and  therapy  of 
ventricular  arrhythmias  associated  with 
myocardial  infarction  is  unquestioned.  By  its 
action  to  depress  phase  4 depolarization  and 
shorten  the  effect  of  refractory  period,  it  is 
effective  in  ventricular  arrhythmias  secondary 
to  disorders  of  both  automaticity  and  re-entry 
alike.  The  praises  of  lidocaine  have  been  so 
widely  sung,  and  toxic  reactions  so  infre- 
quent, that  the  routine  administration  to  pa- 
tients with  myocardial  infarction  for  the  first 
few  days  has  been  proposed.  How  benign  is 


lidocaine?  I'lie  eilet  ts  on  the  central  nervous 
system  are  w'ell  known  to  anyone  using  the 
drug.  The  early  signs  of  twitching,  drow- 
siness, and  disorientation  can  be  precursors 
of  frank  convulsions.  Toxic  plasma  concen- 
trations of  the  drug  can  occur  even  before  the 
earliest  neurologic  signs.  This  is  particularly 
important  in  the  presence  of  hepatic  failure 
since  the  drug  is  metabolized  almost  entirely 
by  the  liver,  and  in  congestive  failure  where 
the  drug  has  a lower  volume  of  distribution 
leading  to  higher  plasma  concentrations. 
Lidocaine  can  be  administered  rapidly  in- 
travenously in  a dose  of  I mg./kg.  of  both 
weight  or  between  50  and  100  mg.  in  the 
average  adult.  An  additional  bolus  can  be 
provided  every  three  to  five  minutes  of  50  to 
100  mg.  until  the  arrhythmia  is  abolished  or 
total  of  5 mg/kg.  has  been  administered  in 
the  period  of  15  to  20  minutes.  Lidocaine  is 
metabolized  rapidly  in  the  liver  and  its  effects 
last  for  only  15  to  20  minutes.  The  short 
action  has  the  disadvantage  that  the  arrhyth- 
mias may  not  be  suppressed  for  long  if  there 
is  a tendency  toward  recurrence.  It  can  then 
be  given  over  a protracted  period  of  time  with 
constant  infusion,  1 to  4 mg./min. 

For  patients  sensitive  to  lidocaine  or  exhibit- 
ing persistent  ventricular  irritability  as 
lidocaine  is  tapered,  one  of  the  longer  lasting 
anti-arrhythmic  agents  may  be  used.  Pro- 
cainamide by  mouth  is  given  in  the  loading 
dose  of  500  mgm.  to  1 Gram,  followed  by  250 
to  500  mg.  every  three  to  four  hours.  It  can  be 
given  intra-muscularly  if  necessary.  High 
blood  concentration  of  procainamide  may  be 
associated  with  hyjjotension  and  depressed 
myocardial  contractility. 

Quinidine  by  mouth  in  doses  of  200  to  400 
mg.  every  4 to  6 hours  may  also  be  used  for 
siq)pressing  ventricular  irritability.  Proprano- 
lol may  also  be  used  as  the  agent  for  ventricu- 
lar irritability.  Unfortunately,  it  depresses 
myocardial  contractility;  in  addition,  it  may 
slow  sinus  rate  more  than  any  other  agent. 
The  combination  of  propranolol,  procaina- 
mide and  lidocaine  is  often  useful  in  abolish- 
ing PVC’s.  Tliese  drugs  in  combination  can 
be  given  orally  or  intravenously. 
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Ventricular  Tachycardia 

Ventricular  tachycardia  is  defined  as  three  or 
more  successive  beats  of  ventricular  origin 
occurring  at  a rate  greater  than  120  beats  per 
minute.  Of  all  the  cardiac  tachyarrhythmias, 
ventricular  tachycardia  produces  the  most  seri- 
ous compromise  of  cardiac  performance.  The 
incidence  in  acute  myocardial  infarction  is 
about  5 to  10  per  cent.  The  diagnosis  at  the 
bedside  is  suggested  by  the  following  findings: 
(1)  intermittent  cannon  waves  in  the  jugular 
venous  pulse;  (2)  variation  in  the  intensity 
of  the  third  heart  sound;  (3)  variation  in 
peak  systolic  blood  pressure;  and  (4)  abnor- 
mal splitting  of  the  second  sound  and  third 
and  fourth  heart  sounds. 

The  management  of  ventricidar  tachycardia 
is  dictated  largely  by  the  patient’s  status  con- 
sequent to  the  tachycardia.  If  ventricular 
tachycardia  results  in  serious  clinical  deterior- 
ation or  if  lidocaine  is  unsuccessful,  then 
cardioversion  should  be  undertaken.  Synchro- 
nized DC  shock  rvith  transient  amnesia  using 
diazepam  (10  mg.  intravenously)  is  well 
tolerated. 

Recurrent  ventricular  tachycardia  may  be 
treated  with  constant  infusion  of  lidocaine  in 
combination  with  Inderal®  and/or  quinidine 
and/or  procainamide.  In  the  patient  with 
refractory  ventricular  tachyarrhythmia,  emer- 
gency coronary  arteriography  may  be  per- 
formed in  order  to  determine  whether  the 
patient  is  a candidate  for  saphenous  vein  by- 
pass surgery.  In  our  experience  with  ten  pa- 
tients with  resistant  ventricular  tachyarrhyth- 
mias, only  coronary  revascularization  was  suc- 
cessful in  controlling  the  life-threatening  ar- 
rhythmia. 

Rapid  cardiac  pacing  may  suppress  irritabili- 
ty; pacing  electrodes  can  be  positioned  either 
in  the  right  atrium  when  AV  conduction  is 
intact,  or  in  the  right  ventricle  if  AV  block  is 
present.  In  general,  it  can  be  stated  that  the 
slower  the  basic  heart  rate  before  pacing,  the 
more  likely  it  is  that  rapid  pacing  will  be 
successful  in  overdriving  the  arrhythmia. 
Such  pacing  is  used  only  as  a temporary  meas- 


ure and  frequently  is  unsuccessful  over  a 
long  term  to  suppress  ventricular  irritability 
in  patients  with  myocardial  infarction. 

Prophylaxis 

Should  lidocaine  be  given  routinely  to  all 
patients  with  myocardial  infarction  in  the 
coronary  care  unit?  It  appears  that  mortality 
is  not  reduced  in  the  coronary  care  unit  by 
the  routine  use  of  lidocaine.  Lidocaine  may 
also  induce  hypotension  in  the  presence  of 
severe  failure;  it  may  induce  sino-atrial  arrest 
and  for  these  reasons  should  be  used  cau- 
tiously in  certain  high  risk  patients,  especially 
in  those  elderly  individuals  with  sick  sinus 
syndrome  of  inferior  myocardial  infarction 
where  a sinus  bradycardia  frequently  under- 
lies the  ventricular  arrhythmia.  It  appears 
that  the  early  recognition  and  treatment  of 
ventricular  arrhythmias  is  all  that  seems 
necessary  to  reduce  the  mortality  from  ventric- 
ular irritability. 

Bradyarrhythmias 

Most  physicians  will  agree  that  the  reduction 
in  mortality  of  hospitalized  patients  with 
acute  myocardial  infarction  is  primarily  due 
to  the  recognition  of  early  manifestations  of 
ventricular  irritability  in  the  coronary  care 
unit.  The  treatment  with  effective  anti- 
arrhythmic  agents  and  the  problem  of  reduc- 
tion in  the  incidence  of  ventricular  fibrilla- 
tion in  the  hospital  is  primarily  responsible 
for  the  reduction  in  the  mortality  rate. 

The  l)radyarrhythmias  are  also  common  po- 
tentially lethal  and  treatable  complications  of 
acute  myocardial  infarction.  They  represent  a 
very  early  complication  of  infarction  and  of- 
ten occur  even  before  the  patient  is  admitted 
to  the  hospital.  In  general,  the  bradyarrhyth- 
mias may  be  divided  into  those  which  rep- 
resent alterations  of  normal  impulse  forma- 
tion within  the  sino  atrial  node  and  those  due 
to  failure  of  a normally  initiated  impulse  to 
propagate  over  the  conducting  system  to  the 
ventricles.  Most  frequent  manifestation  of 
sinus  node  dysfunction  is  sinus  bradycardia. 
If  the  degree  of  slowing  is  sufficient,  an  escape 
rhythm  usually  occurs  from  the  AV  junction- 
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al  tissue;  if  the  junctional  escape  continues 
for  a period  of  time,  then  an  AV  junctional 
rhythm  develops.  The  inherent  rhythmitici- 
ty  of  the  junction  usually  leads  to  a heart  rate 
of  40  to  60  beats  per  minute  and  the  ECG  in 
this  setting  usually  displays  a QRS  complex 
of  normal  duration.  Sinus  bradycardia  with  a 
subsequent  escape  rhythm  is  usually  a conse- 
quence of  inferior  myocardial  infarction. 

The  incidence  of  sinus  bradycardia  in  moni- 
tored patients  with  acute  myocardial  infarc- 
tion ranges  from  10  to  30  per  cent.  There 
appears  to  be  a substantially  higher  incidence 
of  sinus  bradycardia  in  the  first  few  hours 
after  an  acute  infarction  and  the  occurrence 
of  a bradyarrhythmia  is  much  more  frequent 
in  the  setting  of  inferior  infarction.  Inferior 
infarction  is  noted  to  be  presented  three 
times  more  frequently  than  an  anterior  infarc- 
tion in  our  patients  with  sinus  bradycardia. 

Failure  of  a supraventricular  impulse  to  prop- 
agate to  the  ventricles  is  the  other  major 
cause  of  a slow  pulse  rate  after  acute 
myocardial  infarction.  First  degree,  second 
degree,  and  third  degree  disorders  of  cardiac 
impulse  conduction  may  occur  at  three  differ- 
ent levels  of  the  conduction  system;  the  AV 
node,  the  AV  bundle  (His)  and  peripheral 
fascicles.  When  AV  block  arises  because  of 
failure  of  impulse  propagation  within  the  AV 
node,  the  morphology  of  the  QRS  complex 
during  the  resultant  escape  rhythm  is  usually 
normal.  When  AV  block  occurs  because  of 
failure  of  impulse  propagation  below  the  AV 
node,  morphology  of  the  QRS  complex  is 
almost  never  normal,  and  the  duration  of  the 
QRS  interval  is  prolonged  to  0.12  seconds  or 
longer.  Occlusion  of  the  posterior  circulation, 
usually  involving  the  right  coronary  artery 
but  occasionally  the  left  circumflex  artery, 
leads  to  inferior  infarction  and  block  in  the 
AV  node.  If  occlusion  of  the  anterior  descend- 
ing coronary  artery  leads  to  a conduction 
disturbance,  more  distal  areas  of  the  system  are 
involved,  primarily  the  branching  part  of  the 
Bundle  of  His  and  the  proximal  right  and 
left  bundle  branches.  On  the  basis  of  recur- 
rent studies,  it  seems  reasonable  to  conclude 
that  a majority  of  patients  with  inferior  in- 


farction and  acute  complete  heart  block  have 
necrosis  either  within  or  very  nearly  adjacent 
to  the  proximal  conducting  system.  The 
block  is  often  transient  and  the  degree  of 
block  may  be  decreased  by  IV  0.5  to  1 mg.  of 
atropine.  In  most  patients  with  anterior  in- 
farction and  heart  block,  the  extent  of  infarc- 
tion is  pronounced.  Extensive  coronary  artery 
disease  is  usually  found  involving  both  the 
posterior  and  anterior  circulation.  In  the  pa- 
tients with  anterior  infarction,  progression  to 
a high  degree  of  block  is  sudden.  The 
idioventricular  escape  rhythm  is  slow  with 
often  bizarre  morphology  of  the  QRS  com- 
plex. Syncope  is  much  more  likely  than  with 
inferior  infarction.  In  the  patients  with  in- 
ferior infarction,  the  QRS  morphology  results 
from  escape  pacemaker  below  the  site  of  the 
block  and  is  usually  normal  and  the  rate  of 
escape  pacemaking  is  usually  between  45  and 
60  beats  per  minute. 

Disturbances  of  atrio-ventricular  conduction 
are  usually  an  early  consequence  of  acute 
infarction.  Heart  block  may  be  present  on 
admission;  in  about  three-quarters  of  all  pa- 
tients who  develop  a second  or  third  degree 
block,  the  block  occurs  within  the  first  four 
days.  The  great  majority  of  patients  with  AV 
block  last  from  a few  hours  to  several  days 
with  an  average  of  two  to  three  days.  Regard- 
less of  the  location  of  the  infarction,  complete 
heart  block  is  associated  with  a relatively  low 
mortality  in  the  absence  of  heart  failure. 
When  heart  failure  is  present,  heart  block  is 
more  serious  and  the  mortality  may  approxi- 
mate 80  per  cent. 

From  a hemodynamic  viewpoint,  the  loss  of 
atrial  contribution  and  heart  block  may  rep- 
resent a significant  component  of  the  he- 
modynamic deterioration  which  accompanies 
the  bradyarrhythmia  of  myocardial  infarc- 
tion. Also,  ventricular  premature  beats  and 
ventricular  tachycardia  are  more  common  in 
patients  with  infarction  when  the  pulse  rate 
is  slow.  These  signs  of  ventricular  irritability 
can  be  abolished  frequently  by  increasing  the 
pulse  rate  either  by  atropine  or  pacing. 

Therapy  of  bradycardia  in  patients  with 
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acute  myocardial  inlarctioii  involves  consider- 
ations of  whom  to  treat,  when  and  how.  When 
bradycardia  is  associated  with  hypotension, 
shock,  or  cardiac  failure,  increasing  the  heart 
rate  may  improve  the  hemodynamic  state  of 
the  patient  and  elevation  of  heart  rate  alone 
may  also  abolish  dangerous  ventricular  ar- 
rhythmias. In  most  patients  with  sinus  bra- 
dycardia or  second  degree  heart  block  of 
Wenckeliach,  atropine  0.5  to  1 mg.  in- 
travenously is  successful  in  imjiroving  .\V 
conduction  and  relieving  bradycardia.  Re- 
peatetl  injections  of  atropine  produce  an  in- 
creased pulse  rate  principally  by  decreasing 
vagal  tone.  I’he  hemodynamic  ellects  of  atro- 
pine include  an  increase  in  cardiac  output 
without  a major  change  in  stroke  volume  and 
a decrease  in  peripheral  resistance.  Atropine 
is  effective  by  the  oral,  intramuscuhir,  subcu- 
taneous, or  ititravenous  route.  The  duration 
of  the  elfect  of  atropine  depends  on  the  route 
of  administration.  Intravenous  atropine  has  a 
duration  of  action  of  about  30  minutes,  while 
the  effects  of  intramuscular  atropine  persist 
frotn  one  to  two  hours.  The  undesirable  side 
effects  of  atropine  (observed  occasionally,  and 
usually  only  after  repeated  doses)  inchide  ur- 
inary retention,  glaucoma,  and  personality 
changes.  prompt  response  in  both  heart 
rate  and  blood  pressure  occurs  in  patients 
with  sinus  bradycardia  with  intravenous 
atropine  0.5  to  1 mg.  intravenously.  From 
experiences  with  mobile  coronary  care  units, 
the  administration  of  intravenous  atropine  to 
all  patients  with  a heart  rate  of  fewer  thati  60 
beats  per  minute  is  suggested.  I prefer  atro- 
pine to  isoproterenol,  since  the  latter  may 
produce  \TC’s  in  an  irritable  myocardium. 

Fherapy  lor  the  disturbances  of  impidse  con- 
duction is  un.settled  and  much  controversy 
remains  as  to  the  indications,  type,  and  length 
of  therapy.  Most  recent  form  of  therapy  in- 
volving this  controversy  is  pacing.  Most  pa- 
tients with  anterior  infarction  and  complete 
■W  block  have  extensive  infarction  with 
heart  failure  and  seem  to  do  poorly  with  or 
without  ])acing.  Conventionally,  many  pa- 


tients with  inferior  infarction  and  complete 
AV  block  do  not  develop  overt  heart  failure 
and  seem  to  do  well  even  if  pacing  is  not 
used.  Most  investigators  would  agree  that, 
when  patients  with  inferior  infarction  and 
heart  block  have  frequent  PV''C’s  or  ventricu- 
lar tachycardia,  pacing  alone  may  eliminate 
the  signs  of  ventricular  irritability.  It  most 
certainly  makes  treatment  with  anti- 
arrhythmic  drugs  more  eflective.  Pacing 
should  be  employed  for  patients  with  inferior 
infarction  and  heart  block,  if  there  is  either 
moderate  heart  failure,  syncope,  or  ventricu- 
lar irritability.  Most  patients  with  anterior 
infarction  complicated  by  complete  heart 
block  have  .severe  heart  failure.  Data  do  not 
support  the  view  that  pacing  such  patients 
alters  mortality.  The  major  interest  in  pacing 
with  anterior  infarction  is  the  identification 
of  jjatients  who  will  develop  complete  heart 
block.  Prophylactic  insertion  of  a pacing 
catheter  is  suggested  for  this  high  risk  |)a- 
tient. 

Patients  with  anterior  myocardial  infarction, 
right  bundle  branch  block  and  in  addition 
either  left  anterior  or  left  posterior  hemi- 
block  seem  to  have  a particularly  high  risk 
of  progression.  Also,  patients  with  anterior 
mvocardial  infarction  and  left  bundle  branch 
block  may  have  the  sudden  and  complete 
heart  block.  A pacemaker  catheter  should  be 
inserted  prophylactically  in  these  patients. 
.Syncope  and  sudden  death  may  occur  when 
the  pacemaker  is  removed  from  these  patients 
and  some  observers  have  suggested  that  the 
pacemaker  should  be  inserted  on  a perma- 
nent basis.  There  are  three  situations  in 
which  ventricular  pacing  shoidd  probably  be 
Instituted.  If  the  heart  rate  cannot  be 
maintained  at  more  than  45  beats  per  min- 
ute: if  there  is  complicating  hypotension  or 
congestive  failure;  or  if  the  slow  heart  rate 
leads  to  significant  ventricular  irritability. 
Atropine  should  be  tried  first.  However,  if 
these  drugs  do  not  produce  an  increase  in 
ventricular  rate,  a temporary  transvenous 
pacemaker  is  needed. 
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Who  knows  wliat  evil  luri(s  in 
the  mucous  membranes? 


Each  Spansule*( brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin"  (brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public’s  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Ornade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient’s  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications;  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  “rose  fever,”  etc.). 

Contraindications;  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings;  Caution  patients  about  activities  requiring 
alertness  (e  g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancii.  In  pregnancy,  nursing  mothers  and 
women  who  might  hear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PBl  Determination  and  P^'  Uptake:  Isopropamide 
iodide  may  alter  FBI  test  results  and  will  suppress  1 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizzine.ss, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SKSf-  Smith  Kline  & French  Laboratories 


the  I 

delicate  1 

balance 

estrogen 

progesterone 

Clinical  evidence  clearly  suggests  that  J 

no  single  birth  control  pill  can  suit  all  women. 

Searle  offers  three  pill  formulations,  each  with  a different  i 
hormone  ratio  and  activity  to  cover  most  patients’  need 


Demulen  is  well  suited  to  those  women 
for  whom  low-dose  estrogenic  activity  may  be  preferred. 
Demulen  has  only  50  meg.  of  estrogen  and  is  moderate! 
progestogen  dominant.  Intracycle  bleeding, 
if  it  occurs,  is  most  commonly 
seen  in  the  first  few  cycles. 

Certain  women  requiring  a minimal 
level  of  estrogenic  activity 
may  do  well  on  Demulen. 
for  high  estrogen  profiles  and  for 
conservative  oral  contraception 

Demulen 


k® 


Each  white  tablet  contains; 

ethynodiol  diacetate  1 mg /ethinyl  estradiol  50  meg 


Note:  Oral  contraceptives  are  complex  medicat#. 
They  should  be  prescribed  with  care  only 
reference  to  the  prescribing  information.. 


For  brief  summary  of  prescribing  information,  please  see  next  page 


Ovulen  is  a well-balanced 
oral  contraceptive  with  an 
excellent  record  of  patient  acceptance. 

Its  estrogen,  100  meg.  of  mestranol,  is  relatively 
moderate  in  activity.  Its  1 mg.  of  progestogen, 
ethynodiol  diacetate,  gives  it  a slight 
^ dominance  in  progestational  activity. 

Patients  having  problems 
on  other  pills  often 

rdo  well  on  Ovulen. 
for  balanced  profiles, 
with  normal  menstruation 


Ovulen* 


Each  white  tablet  contains,  ethynodiol  diacetate  1 mg./mestranol  0 1 mg. 

1 1 pink  tablet  m Ovulen-28*and  Demulen-28*is  a placebo,  containing  no  active  ingredients, 
k’i  Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


Enovld-E  is  an  estrogen-dominant  pill 
with  low  progestational  activity. 

* Its  unique  progestogen,  norethynodrel, 
is  estrogenic  and  is  not  antiestrogenic 
or  androgenic  in  activity. 

This  probably  makes  Enovid-E  the  clear 
choice  for  those  “pill”  candidates  with 
cne,  hirsutism,  masculine  tendencies  or  - - 

apparent  estrogen  deficiency. 

for  excessive  ovarian  androgen/ 
low-estrogen  profiles 


5 


Enovid"E 

Each  tablet  contains'  norethynodrel  2 5 mg /mestranol  01  mg. 


Ovulen*  Demulen* 

Each  white  tablet  contains:  Each  white  tablet  contains; 

ethynodiol  diacetate  1 mg,/mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28’and  Demulen-28^is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain’’  leading  to  this  conclusion,  and  one'’  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll’  was  about  sevenfold,  while  Sartwell  and  associates“  in  the 
United  States  found  a relative  risk  of  4,4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len, Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecarefulobservation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


thedrugdiscontinued  ifthedepression  recursto  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theageofthe  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids 

Adverse  reactionsobserved  in  patients  receivingoral  contracep- 
tives-A statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions;  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions,  neuro-ocular  lesions,  e g,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  ih  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted; 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives hepatic  function  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests;  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X; 
thyroid  function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T’  uptake  values,  metyrapone  test  and  pregnanediol  deter- 
mination 
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Meningitis  due  to  Listeria  monocytogenes  is  not  com- 
mon, and  often  not  even  thought  of.  But,  as  here 
indicated,  it  is  treatable  and  should  be  looked  for  in 
cases  of  clinical  meningitis. 


Listeria  Monocytogenes 
Meningitis* 

Report  of  a Case  and  Review  of  the  Literature 


Norman  D.  Corwin,  M.D. /Westwood 

Meningitis  due  to  Listeria  monocytogenes  has 
been  reported  with  ever-increasing  fre- 
quencyd'"  Its  age  distribution  pattern®  is 
bi-modal.  The  illness  afflicts  the  neonatal  in- 
fant in  the  first  three  weeks  of  life  and  then, 
curiously,  does  not  manifest  itself  with  any 
frequency  until  the  fifth  and  later  decades  of 
life.  In  the  latter  group,  listerial  infection 
is  often  found  in  individuals  with  such  pre- 
disposing factors  as  lymphomatous  disease, 
rheumatic  or  congenital  heart  disease,  and 
chronic  alcoholism;  but  in  most  instances^  no 
underlying  illness  is  present.  In  virtually 
every  study  documented  in  the  literature, 
writers  have  commented  on  the  baffling 
epidemiology  of  this  organism.  In  the  case 
reported  herein  Listeria  monocytogenes  men- 
ingitis occurred  in  a middle-aged  diabetic 
woman;  therapy  was  offered  promptly  and 
she  recovered  completely. 

A 59-year  old  widow  was  admitted  to  the  hospital 
with  a complaint  of  severe  occipital  headache  of  6ve 
hours’  duration.  She  was  known  to  have  been  hyper- 
tensive and  had  been  treated  with  furosemide  and 
guanethidine.  In  addition,  she  was  known  to  have 
diabetes  mellitus  and  took  tolbutamide,  0.5  Grams 
daily.  She  had  been  admitted  to  the  hospital  pre- 
viously for  study  of  her  hypertension  and  control  of 
her  diabetes.  Cushing’s  disease  had  been  excluded 
at  that  time  by  steroid  determinations.  The  patient 
had  been  last  seen  seven  months  prior  to  admission. 
Upon  awakening  on  the  morning  of  the  day  of  ad- 
mission, she  noted  an  occipital  headache  which  radi- 
ated down  her  back  to  her  legs.  She  then  took  four 
Anacin®  over  a four-hour  period.  Ultimately,  she 
became  nauseated.  She  was  seen  in  the  hospital 
emergency  room  with  a blood  pressure  of  240/110. 
This  was  substantially  higher  than  her  usual  150/90. 

She  had  undergone  choleqstectomy  and  total  hyster- 


ectomy in  the  past.  The  patient  did  not  smoke  or 
drink.  The  family  history  was  non-contributory. 
Systemic  review  revealed  no  history  of  syncope, 
vertigo,  dyspnea,  or  chest  pain.  She  had  not  had 
muscle  weakness,  paralysis,  or  seizures.  She  had  ex- 
perienced a headache  of  skull-cap  distribution  infre- 
quently; this  had  been  attributed  to  emotional  ten- 
sion. 

On  admission,  blood  pressure  was  220/120.  Pulse  was 
80  with  some  irregularity.  The  respiratory  rate  was 
16.  Rectal  temperature  was  101.  She  was  an  obese 
female  who  complained  of  headache  and  nausea.  The 
pupils  were  equal  and  reacted  briskly  to  light.  Optic 
fundi  revealed  no  hemorrhages  or  exudates.  The  disc 
margins  were  clearly  delineated  and  there  was  some 
tortuosity  of  the  arterioles.  The  neck  lacked  supple- 
ness, but  no  real  Kernig  or  Brudzinski  sign  could  be 
elicited.  The  chest  was  clear.  The  breasts  were  free 
of  nodularity.  The  heart  was  enlarged  to  the  left 
with  the  PMI  in  the  sixth  intercostal  space  at  the 
mid-clavicular  line.  The  second  sound  in  the  aortic 
area  was  loud  and  an  ejection  click  was  heard.  There 
was  a soft  ejection  systolic  murmur  over  the  base.  No 
diastolic  murmur  was  audible.  No  third  or  fourth 
heart  sounds  were  heard.  There  was  no  evidence  of 
enlargement  of  the  liver,  spleen,  or  kidneys.  Rectal 
examination  proved  negative.  Examination  of  the 
extremities  revealed  no  cyanosis,  clubbing,  or  edema. 
The  skin  was  free  of  exanthem;  no  petechiae  were 
seen.  Neurologic  examination  revealed  symmetrically 
active  deep  tendon  reflexes  with  a bilateral  Babinski. 
Hemoglobin  was  15.1;  hematocrit  44  per  cent;  white 
blood  cells  numbered  13,600  with  59  per  cent  neutro- 
phils of  which  25  per  cent  were  bands,  40  per  cent 
lymphocytes  of  which  a fourth  were  reported  as 
atypical,  and  one  eosinophil.  Erythrocyte  sedimenta- 
tion rate  was  22,  fasting  blood  sugar  134,  blood  urea 
nitrogen  was  14,  the  sodium  130,  potassium  3.4, 
chloride  102,  carbon  dioxide  content  26,  calcium  10.5, 
phosphorus  3.0,  bilirubin  0.6,  total  protein  8,  and  uric 
acid  was  4.8,  LDH  was  155  units  (normal  30  to  145)  , 
the  alkaline  phosphatase  14  King-Armstrong  units,  the 
SCOT  20  units  (normal  20  to  40) . The  serum  pro- 
tein elect rophoresis  ultimately  proved  normal. 

The  electrocardiogram  revealed  a normal  sinus  rhythm 
with  frequent  atrial  premature  contractions  showing 
aberrant  conduction.  QRS  complexes  were  of  high 
voltage.  Left  axis  deviation  was  present;  ST  segment 
and  T wave  abnormalities  were  noted.  These  findings 
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suggested  left  ventricular  hypertrophy.  X-ray  at  the 
bedside  revealed  a cardiac  size  at  the  upper  limits  of 
normal;  lung  fields  were  clear. 

Following  admission,  the  suggestion  of  meningeal 
irritation  together  with  headache  and  vomiting  in 
addition  to  her  hypertensive  state  prompted  lumbar 
puncture  to  exclude  subarachnoid  hemorrhage.  Lum- 
bar puncture  revealed  an  initial  pressure  of  170  mm 
of  water.  The  spinal  fluid  was  free  of  hlood  but 
proved  minimally  cloudy  when  held  up  to  light.  A 
Gram  stain  of  the  spun-down  sediment  of  the  spinal 
fluid  revealed  Gram-positive  forms  which  had  a faint 
resemblance  to  pneumococci.  The  cerebrospinal  fluid 
protein  was  73,  the  sugar  87,  the  white  blood  cell 
count  2,270  with  90  per  cent  neutrophils  and  10  per 
cent  lymphocytes.  For  this  reason,  penicillin  G,  2 
million  units  given  intravenously  in  50  cc  over  ten 
minutes  every  two  hours,  was  begun.  Throughout 
the  day,  the  patient  became  more  confused.  Admis- 
sion temperature  of  101  rose  gradually  to  103  early  on 
the  following  day;  however,  she  became  afebrile  after 
72  hours  of  treatment.  Two  days  after  admission,  the 
report  showing  spinal  fluid  growing  Gram  positive 
short  bacilli  with  extensive  cultural  characteristics  of 
Listeria  monocytogenes  was  obtained.  The  organism 
(on  disc  testing)  was  sensitive  to  penicillin,  erythro- 
mycin, cephaloridine,  ampicillin,  chloramphenicol, 
methicillin,  vancomycin,  and  garamycin;  it  was  re- 
sistant to  tetracycline,  sulfonamides,  streptomycin,  and 
nafcillin. 

She  was  seen  in  consultation  by  an  infectious  disease 
specialist  who  urged  continuation  of  the  penicillin 
regimen  as  outlined.  He  recommended  a two-week 
course  of  penicillin.  On  the  third  hospital  day,  lum- 
bar puncture  was  repeated.  The  initial  pressure  was 
135  mm  of  water.  Cell  count  was  422  with  90  per  cent 
neutrophils  and  10  per  cent  lymphocytes.  Protein  was 
85  and  the  sugar  lOG.  At  this  time  the  blood  sugar 
was  elevated  and  the  patient  was  receiving  small  in- 
crements of  regular  insulin.  Her  mental  status  cleared 
and  the  headache  disappeared.  On  the  seventh  hos- 
pital day,  the  lumbar  puncture  was  again  repeated 
with  an  initial  pressure  of  130.  Gell  count  was  43  all 
neutrophils.  Protein  was  60  and  the  sugar  58.  On  the 
thirteenth  hospital  day,  the  lumbar  puncture  revealed 
a cell  count  of  200  with  19  per  cent  neutrophils  and 
81  per  cent  lymphocytes.  The  protein  was  56  and  the 
sugar  82.  Aside  from  a brief  temperature  elevation  on 
the  fourteenth  hospital  day  (ascribed  to  an  obvious 
phlebitis  in  the  forearm)  the  patient  remained 
afebrile  upon  completion  of  fourteen  days  of  penicillin 
therapy.  On  the  sixteenth  hospital  day,  the  initial 
pressure  of  the  spinal  fluid  was  170  millimeters  of 
water  with  19  red  hlood  cells,  89  white  cells  with  13 
per  cent  neutrophils,  and  87  per  cent  Ivmphocytes. 
The  protein  was  48  and  the  sugar  was  71.  .She  was 
discharged  on  the  nineteenth  hospital  day  asympto- 
matic. 

At  no  time  was  there  evidence  of  underlying  hema- 
tologic disorder  or  occtilt  malignancy.  She  did  give 
a history  of  contact  v\’ith  a pet  hamster  belonging  to 
a gramichild.  Attempts  to  recover  the  animal  for 
appropriate  culture  were  fruitless  as  the  family  had 
had  the  animal  destroyed  upon  hearing  of  the  sug- 
gestion that  it  might  be  the  carrier  of  the  illness.  She 
has  remained  clinically  well  for  eleven  months  since 
discharge  from  the  hospital. 

Listeria  monocytogenes  was  first  de.scribecl  as 
Bacterium  monocytogenes  by  Murray,  et  al.^ 
in  1926  who  isolated  the  organism  from  labo- 


ratory rabbits.  These  rabbits  demonstrated 
increased  numbers  of  large  mononuclear 
cells  in  their  peripheral  blood;  this  finding 
gave  rise  to  the  “monocytogenes”  appella- 
tion. In  1929,  Nyfeldt^®  isolated  the  organism 
from  the  blood  of  patients  with  an  illness 
similar  to  infectious  mononucleosis.  He  used 
the  term  Listerella  monocytogenes  hominis. 
(The  name  Listeria  monocytogenes  was 
adopted  officially  in  1940.)  Though  unrecog- 
nized as  such,  Schultz,  et  in  1933  re- 

ported a case  of  meningoencephalitis  in  a 
nurse  who  later  recovered;  the  organism  was 
erroneously  identified  as  a diphtheroid.  In 
1934  Burn^^  noted  meningoencephalitis  in 
three  newborn  infants  caused  by  an  unidenti- 
fied Gram-positive  bacillus  which  he  later^® 
characterized  as  Listerella,  adding  a fourth 
case  in  the  latter  report. 

Listeria  monocytogenes  organisms  are  small, 
motile,  coccoid  rods  about  0.5  by  1 to  3 mi- 
crons in  size.  The  motility  has  been  de- 
scribed as  “curiously  tumbling.”^’  * The  or- 
ganism does  not  form  capsules  or  spores.  They 
are  non  acid-fast  but  have  been  mistaken  for 
tubercle  bacilli. They  are  not  fastidious  as 
they  show  excellent  growth  on  many  ordinary 
media.  They  may  be  mistaken  for  diphthe- 
roids.^^ They  form  small,  round  bluish-gray 
colonies  showing  beta  hemolysis  on  blood 
agar.  On  broth  cultures,  the  bacteria  appear 
more  coccoid.  Mdiile  the  organisms  grotv  well 
on  blood  agar  and  thioglycollate  broth,  it  has 
been  suggested®  that  isolation  is  facilitated  by 
growing  the  organism  in  trypticase  broth  and 
refrigerating  part  of  this  (or  one  flask  of  a 
blood  culture).  If  the  initial  cultures  fail  to 
grow,  transfers  from  the  refrigerated  enrich- 
ment broth  or  blood  culture  flask  may  grow 
out  rapidly.' 

The  beta  hemolysis  and  the  motility  are  im- 
portant in  separating  L.  monocytogenes  from 
the  corynebacteria  and  Erysipelothrix  rhusio- 
pathiae,  as  neither  of  the  latter  exhibit  both 
characteristics.^ 

I'he  organism  is  usually  catalase  positive, 
urease  negative,  and  acid  forming.  It  fer- 
ments dextrose,  maltose,  and  salicin  but 
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shows  no  growtli  on  lactose,  mannitol,  and 
sucrose.  Indole  is  not  produced  by  this  bacil- 
lus; nitrate  is  not  reduced.^®  Citrate  is  not 
utilized.  Gelatin  and  coagulated  serum  are 
not  liquefied. 

Correct  identification  of  the  organism  was 
made  by  only  55  per  cent  of  71  laboratories.^^ 

Spinal  fluid  specimens  containing  L.  mono- 
cytogenes were  received  by  Welshinier^®  in 
which  the  organism  was  thought  to  be  pneu- 
mococcus, streptococcus,  or  meningococcus 
on  the  basis  of  direct  smears.  He  points  out, 
however,  that  these  errors  were  made  by 
clinicians,  not  laboratory  technicians. 

Pathogenicity  studies  may  be  carried  out  in 
a variety  of  animals^®;  the  eye  of  the  rabbit 
when  infected  will  show  purulent  conjunc- 
tivitis in  several  days. 

The  organism  may  be  classified  into  serotypes 
using  the  presence  of  somatic  and  flagellar 
antigens  as  the  basis  for  four  types.  Types 
1,  2,  3,  4A  and  4B  have  been  reported  in  the 
United  States.  Most  strains  from  North 
America  are  type  4B,  with  type  1 the  next 
most  frequent.®®  This  ratio  was  inverted  in 
a series  reported  by  Louria,  et  air;  L.  mono- 
cytogenes infection,  however,  was  superim- 
posed upon  pre-existing  malignancy  in  all 
eighteen  cases  reported. 

L.  monocytogenes  has  been  isolated^  from 
water,  silage,  and  mud.  It  has  also  been 
found®’^  in  spring  water,  meat,  and  in  the  ex- 
cretions of  infected  animals.  In  the  United 
States,  the  organism  has  been  recovered®^  from 
skunks,  raccoons,  foxes,  and  ferrets.  All  in  all, 
it  has  been  recovered®  from  at  least  35  mam- 
mals and  97  species  of  fowl. 

Experimental  animal  data®  show  that  arti- 
ficially infected  pregnant  animals,  if  severely 
infected,  give  birth  to  offspring  with  septi- 
cemia; however,  if  the  maternal  infection  is 
light,  the  offspring  will  be  well  at  birth  but 
develop  meningitis  within  the  first  few’  days 
of  life.  In  human  studies,  many  investigators 
have  recovered  the  same  bacterial  strains  from 


both  mothers  and  their  infants.  It  is  not 
known  where  and  how  the  mother  comes  in 
contact  with  the  organism. 

L.  monocytogenes  may  produce  a variety  of 
disorders  in  man®  including  meningitis, 
febrile  states,  pneumonitis,  endocarditis, 
conjunctivitis,  urethritis,  and  pyoderma. 
Nichols  stated  in  1964  that  tetracycline  was 
generally  regarded  as  the  therapy  of  choice 
in  all  forms  of  listeric  infection. 

The  meningitis  caused  by  L.  monocytogenes 
is  not  distinctive  clinically.  The  patient  is 
febrile;  the  spinal  fluid  is  cloudy  with  or 
without  increased  pressure.  The  cell  count 
may  show  either  a preponderance  of  lympho- 
cytes or  neutrophils.  The  spinal  fluid  sugar 
may  be  lowered;  if  this  is  profound,  prognosis 
is  poor.®®  The  peripheral  blood  shows  a 
leukocytosis  usually  due  to  an  increase  in 
neutrophils  rather  than  monocytes  or  lympho- 
cytes. 

Buchner  and  Schneierson®  state  that  if  a 
short  Gram-positive  rod  wdiich  is  hemolytic 
and  motile  is  recovered  from  the  blood  or 
spinal  fluid  of  a symptomatic  patient,  it 
should  be  regarded  as  Listeria  for  all  prac- 
tical purposes.  They  review  ten  cases  and 
say  that  prompt  administration  of  an  anti- 
microbial agent  is  essential,  preferably  tetra- 
cycline by  intravenous  infusion.  They  cite 
the  fact  that  in  a review  of  the  literature  all 
eight  cases  of  listeric  infection  treated  with 
tetracycline  alone  recovered. 

Meningitis  of  the  newborn  carries  a high 
mortality;  it  frequently  leaves  residual  neu- 
rologic damage.®®  Susceptil)ility  during  preg- 
nancy may  be  enhanced  as  witnessed  by  the 
high  incidence  of  perinatal  infections.®®  It  is 
of  interest  that  the  organism  has  been  found 
in  the  human  vagina  and  male  urethra^^  in 
normal  subjects. 

Simpson,  el  air*  reported  four  cases  of 
listeriosis  complicating  lymphoma,  three 
w'ith  Hodgkin’s  disease  and  a fourth  with 
lymphosarcoma.  Louria,  el  ah-  noted  that  18 
of  18  listerial  infections  arose  in  patients  w’ith 
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established  lymphatic  malignancy;  admitted- 
ly, this  series  reflects  the  population  of 
Memorial  Hospital,  New  York,  a cancer  treat- 
ment center.  But  in  Gray’s  series,  as  reported 
by  Simpson,  et  of  546  cases  only  37  oc- 
curred in  older  children  or  adults  with  neo- 
plasms. Of  the  latter,  eleven  had  Hodgkin’s 
disease,  4 had  lymphosarcoma,  and  12  had 
leukemia.  Hypogammaglobulinemia  and/or 
antecedent  corticosteroid  therapy  may  con- 
tribute to  this  association. 

Louria,  et  al.^  quote  Gray’s  series  as  539  cases 
of  listerial  infection  in  all  age  groups;  Gray 
found  that  359,  or  77  per  cent,  had  meningitis 
or  meningoencephalitis.  Louria,  et  al.^  then 
reviewed  100  cases  involving  persons  more 
than  three  months  of  age  and  found  that  78 
per  cent  had  meningitis.  Of  the  78  with 
meningitis,  69  had  been  treated;  of  the  latter, 
25  died.  Of  22  patients  with  nonmeningeal 
disease  who  were  treated,  including  five  with 
subacute  bacterial  endocarditis,  17  survived. 
Of  the  100  cases  reviewed  by  Louria  et  al.,^ 
only  26  had  underlying  disease  and  these  in- 
cluded a wide  variety  of  afflictions.  Of  the 
latter  26,  only  6 survived  the  infection.  Of 
their  own  18  cases,  Louria,  el  ol.,^  found  that 
18  had  underlying  malignancy;  6 of  these 
died.  Eleven  of  the  18  had  meningitis;  of  the 
II,  4 died.  Multiple  antibiotic  agents  were 
used  and  it  was  felt  impossible  to  determine 
which  was  the  most  effective.  Seventeen  of 
the  18  strains  isolated  from  their  cases  were 
sensitive  to  penicillin  and  erythromycin,  16 
were  sensitive  to  tetracycline,  and  14  were 
sensitive  to  chloramphenicol.  Only  four 
strains  were  tested  against  ampicillin  in 
vitro  and  all  were  sensitive.  It  was  concluded 
that  if  penicillin  is  used  in  the  treatment  of 
listerial  meningitis,  a regimen  of  20  million 
units  daily,  given  intravenously,  should  be  em- 
ployed. 

Ampicillin®  proved  effective  in  the  treatment 
of  two  patients  with  listerial  meningitis;  in 
one,  intrathecal  ampicillin  was  tried  together 
with  intrathecal  hydrocortisone.  It  was  sug- 
gested than  ampicillin  may  be  the  drug  of 
choice  in  the  treatment  of  listerial  infection. 
The  authors  state  that  while  the  organism  is 


sensitive  in  vitro  to  many  antibiotics  includ- 
ing penicillin,  tetracycline,  chloramphenicol, 
and  sulfonamides,  instances  of  therapeutic 
failure  with  each  of  these  agents  could  be 
gathered  from  the  literature. 

Spilkin,  et  al.'^  reported  two  cases  of  L.  mono- 
cytogenes meningitis.  One  patient  was  treated 
with  penicillin  and  chloramphenicol  but  did 
not  show  improvement  until  tetracy'cline  was 
added  to  the  regimen.  The  other  patient,  an 
87  year  old  man,  had  105  fever  and  stupor 
and  failed  to  respond  to  penicillin,  cephalo- 
thin,  and  chloramphenicol  together  with 
corticosteroids;  he  had  received  but  26  hours 
of  therapy  before  expiring.  Autopsy  revealed 
a purulent  meningitis  with  left  frontal  lobe 
abscess.  The  authors  advocated  an  antibiotic 
regimen  of  tetracycline,  erythromycin,  and 
streptomycin  or  chloramphenicol  in  the 
therapy  of  listerial  meningitis. 

Ford,  et  al.*  reported  six  cases  with  central 
nervous  system  involvement.  Of  these,  all 
showed  pre-existing  debility;  two  were  re- 
ceiving corticosteroids,  one  was  uremic,  one 
diabetic,  and  one  had  a carcinoma.  They 
were  unable  to  find  a source  of  the  infection 
in  any  patient.  Of  interest  was  that  one  pa- 
tient had  thromboencephalitis  without  menin- 
gitis; high  fever,  signs  of  brain-stem  dam- 
age, and  positive  blood  culture  established 
the  diagnosis.  The  importance  of  taking 
blood  cultures  was  thereby  stressed.  It  has 
been  stated®®  that  40  per  cent  of  blood  cul- 
tures in  listerial  meningitis  are  positive. 

Of  tangential  interest  is  the  sixth  case  of 
Listeria  monocytogenes  endocarditis  recently 
reported  by  Elston,  et  al.~^  An  anti-Listeria 
agglutinin  titer  of  1 to  160  developed  during 
the  acute  phase  of  the  illness;  however,  after 
institution  of  penicillin  and  erythromycin 
therapy,  the  patient  became  afebrile  and  the 
antibodies  disappeared  from  the  serum.  These 
authors  stress  that  if  the  initial  laboratory 
report  suggests  diphtheroids  in  blood  cul- 
tures, one  should  suspect  listerial  infection. 

In  the  case  reported  here,  isolation  and  iden- 
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tification  of  the  organism  was  facilitated  by 
the  laboratory  technician’s  acumen;  she  had 
just  successfully  identified  as  Listeria  an  un- 
known organism  furnished  by  the  state  labora- 
tory for  proficiency  testingl 

Summary 

A 59-year  old  diabetic  woman  was  admitted 
to  the  hospital  with  a five-hour  history  of 
severe  headache.  Because  of  aggravation 
of  pre-existing  hypertension,  subarachnoid 
bleeding  was  suspected.  Lumbar  puncture 


revealed  cloudy  fluid;  Gram-stain  of  the 
sediment  revealed  Gram-jxwitive  cocco-ba- 
cillary  forms  originally  mistaken  for  pneumo- 
cocci. She  was  successfully  treated  with  peni- 
cillin alone  given  intravenously  for  14  days. 
The  organism  was  correctly  identified  as 
Listeria  monocytogenes  by  distinctive  mor- 
phologic and  growth  characteristics.  Litera- 
ture pertinent  to  listerial  infection,  menin- 
gitis in  particular,  is  reviewed. 

A bibliographic  listing  of  26  citations  will  be  found 
in  the  author’s  reprints. 


234  Fourth  Avenue 


Dopamine  Receptors 


Scientists  at  Yale  University’s  School  of  Medi- 
cine have  isolated  an  enzyme  which  seems 
essential  to  the  brain’s  control  of  bodily  move- 
ment. This  appears  to  have  significant  impli- 
cations for  the  treatment  of  Parkinson’s  dis- 
ease. 

Drs.  Paul  Greengard,  Gary  Petzold,  and  John 
Kebabian  conducted  the  research  under 
grants  from  HEW’s  National  Institute  of 
Mental  Health  and  National  Institute  of 
Neurological  Diseases  and  Stroke.  Current  ev- 
idence suggests  that  the  caudate  nucleus  plays 
a major  role  in  directing  body  movements. 
Dopamine  is  believed  to  regulate  the  activity 
of  the  caudate  nucleus  by  interacting  with  a 
“dopamine  receptor.’’  Abnormalities  of  the 
dopamine  system  in  the  caudate  nucleus  are 
believed  to  be  a major  factor  in  Parkinson’s 
disease.  Dr.  Greengard’s  research  team  has 
now  isolated  from  the  caudate  nucleus  of  ex- 
perimental animals  an  enzyme  which  appears 
to  be  the  dopamine  receptor.  Activity  of  this 
enzyme  is  stimulated  by  extremely  low  con- 
centrations of  dopamine. 

Apart  from  increasing  basic  understanding  of 
how  the  brain  works,  clinical  implications  of 


the  Yale  team’s  findings  are  far-reaching.  The 
search  for  new  drugs  useful  in  the  treatment  of 
Parkinson’s  disease  has  been  greatly  hampered 
by  lack  of  a suitable  test  system.  Isolation  of 
the  dopamine  receptor  now  makes  it  possible 
to  carry  out  rapid  testing  of  large  numbers  of 
components  for  dopamine-like  activity  and 
should  accelerate  the  discovery  of  new  com- 
pounds for  treatment  of  the  disease. 

A secondary  yield  of  the  research  may  lie  in 
the  treatment  of  mental  illness.  Tranquilizers 
such  as  the  phenothiazines  and  butyro- 
phenones  possess,  as  a major  side  effect  in 
patients,  the  property  of  causing  symptoms 
similar  to  those  seen  in  Parkinson’s  disease. 
Such  unwanted  side  effects  have  limited  the 
freedom  of  physicians  to  use  these  drugs.  This 
effect  results  from  their  interfering  with  the 
action  of  dopamine  on  the  dopamine  recep- 
tor. Tranquilizers  do  indeed  interfere  with 
the  ability  of  dopamine  to  activate  the  con- 
trolling enzyme  isolated  from  the  caudate  nu- 
cleus. 

The  report  of  the  research  team’s  findings 
appears  in  the  August  1972  Proceedings  of  the 
National  Academy  of  Sciences. 
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Surgery  offers  helpful  possibilities  in  patients  who  are 
prone  to  pulmonary  embolism. 


Treatment  of  Recurrent 
Pulmonary  Emboli 


Adrian  M.  Sabety,  M.D.,  ef  al. 
East  Orange* 


lacking,  as  the  controversies  in  the  literature 
demonstrate. 


Since  the  discovery  of  the  embolic  nature  of 
the  pulmonary  thrombus  by  Rudolph  Vir- 
chow in  1846,  much  has  been  learned  about 
the  patho-physiology  of  the  disease  and  meth- 
ods of  its  prevention.  The  most  important  has 
been  the  discovery  and  use  of  anticoagulants. 
There  are,  however,  a certain  number  of  cases^^ 
where  anticoagulants  are  either  contraindi- 
cated or  ineffective.  In  these  cases,  surgical 
interruption  of  the  inferior  vena  cava  has  been 
tried.  Three  methods  are  generally  used:  liga- 
tion of  the  inferior  vena  cava,  plication  of  the 
vessel,  and  recently,  the  use  of  a serrated  clip 
changing  the  large  lumen  of  the  vena  cava 
into  several  small  ones.  A survey  of  the  litera- 
ture reveals  that  the  indication  for  and  the 
choice  of  the  surgical  procedures  are  subjects 
of  a great  deal  of  controversy.  There  is  no 
clear  cut  indication  as  to  the  time  when  sur- 
gery should  be  preferred  to  anticoagulation. 
Some  authors^’  ^ report  the  incidence  of  recur- 
rent pulmonary  emboli  to  be  as  high  as  7.6 
per  cent  when  the  patient  is  fully  anticoagu- 
lated. Others®  advocate  the  superiority  of 
medical  prophylaxis  over  the  surgical  meth- 
od of  prevention  of  recurrent  pulmonary  em- 
boli. Statistics  on  the  results  of  the  surgical 
procedures  generally  lack  the  uniformity 
necessary  to  permit  a conclusion  as  to  its  effec- 
tiveness. In  view  of  this,  we  have  made  a sur- 
vey of  our  cases  of  prophylactic  surgery  for 
recurrent  pulmonary  emboli.  A rigid  and  uni- 
form standard  of  indication  for  surgery  and 
operative  technic  was  adopted  in  order  to  re- 
move some  of  the  usual  statistical  pitfalls  en- 
countered when  these  essential  elements  are 


Clinical  Experience 

Twenty-six  patients  with  recurrent  pulmon- 
ary emboli  were  surgically  treated  by  us  dur- 
ing the  last  four  years.  All  were  on  in- 
travenous heparin,  100  milligrams,  every  six 
hours  and  developed  recurrent  pulmonary 
emboli.  Age  of  these  patients  ranged  be- 
tween 31  to  80  years.  Fifteen  of  them  were 
females.  All  had  been  recently  examined  and 
interviewed  by  us.  Follow-up  ranged  from  six 
to  forty-eight  months  following  operation, 
with  over  50  per  cent  of  the  patients  more 
than  12  months  after  surgery  and  two  pa- 
tients, over  four  years.  (Table  1). 


T.ABLE  I 

Duration  of  Follow-Up 
6 to  1 1 months 
12  to  23  months 
24  to  35  months 
36  to  47  months 
48  or  more  montlis 

26 


Xumber  of  Cases 
2 
14 
5 
3 

9 


All  were  studied  tvith  electrocardiography, 
chest  x-ray,  enzymes,  lung  scan,  as  well  as  con- 
trast studies  when  indicated.  Once  the  diagno- 
sis of  pulmonary  emboli  had  been  established, 
they  all  received  adequate  doses  of  anticoagu- 
lants. If  they  continued  to  have  pulmonary 

*From  the  Thoracic  Cardiovascular  Surgical  Group  of 
East  Orange.  Dr.  Sabety  is  .Assistant  Clinical  Professor 
of  Surgery,  College  of  ^ledicine  and  Dentistry  of  New 
Jersey.  Coauthors  are  Franklyn  P.  Gerard,  who  is 
.Associate  Clinical  Professor  of  Surgery  at  the  College, 
John  J.  Madaras,  Jr.,  M.D.,  and  Charles  P.  .Abbott, 
M.D. 
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emboli  in  spite  oi  this  regimen,  surgery  was 
undertaken. 

Only  nine  cases  presented  with  hemoptysis  as 
the  primary  symptom  (36  per  cent)  while  22 
patients  (88  per  cent)  complained  of  chest 
pain.  Tachypnea  and  tachycardia  were 
present  in  23  cases  (92  per  cent).  Signs  and 
symptoms  of  lower  extremity  thrombophlebi- 
tis were  present  in  23  cases;  post-pelvic  oper- 
ation in  2 cases;  and  ulcerative  colitis  in  one. 
Chest  x-ray  reports  were  variable.  Lung  scans 
were  positive  in  all  cases.  (Table  111). 


encountered  in  this  series,  no  drain  was  used. 
A transperitoneal  approach  was  used,  in  one 
case  only,  in  order  to  ligate  the  ovarian  veins 
simultaneously. 

Mortality 

Of  the  26  cases  presented,  two  deaths  have 
been  recorded  in  the  four  years  of  follow-up 
One  patient,  age  80,  died  four  months  later  of 
symptoms  of  a far-advanced  carcinoma.  An- 
other patient,  age  69,  died  four  days  post- 
operative of  a cerebrovascular  accident. 


The  number  of  episodes  of  documented  recur- 
ring pulmonary  emboli,  while  on  anti- 
coagulants and  prior  to  the  operative  pro- 
cedure is  shown  in  Table  II. 


TABLE  II 

Number  of  Recurrences 
of  Emboli 

1 

2 

3 

4 

5 


Number  of  Cases 
1 

10 

10 

3 

2 


Chest  x-rays  were  reported  positive  in  2 cases, 
suggestive  of  emboli  in  2 cases,  the  rest  were 
negative.  Lung  scan  was  positive  in  all  these 
cases  in  successive  examinations.  (Table  III). 


TABLE  III 

Number  of  Times 
Lung  Scan 


Number  of  Cases  Positive 

3 3 

19  2 

4 1 

26 


Operative  Management 
In  all  but  one  case  in  this  series,  the  approach 
to  the  inferior  vena  cava  was  through  a right, 
retro-peritoneal,  muscle-splitting  incision,  sim- 
ilar to  the  exposure  for  lumbar  sympathec- 
tomy. The  vena  cava  was  exposed  just  below 
the  renal  vein,  thus  avoiding  injury  to  the 
lumbar  veins  in  the  area;  a temporary  tape 
was  passed  around  the  vessel,  and  a serrated 
clip  applied.  The  temporary  tape  was  then 
removed.  Since  minimal  or  no  bleeding  was 


Stasis  Sequelae 

Only  seven  patients  (29  per  cent)  demonstrat- 
ed significant  swelling  of  the  lower  extremit- 
ies. Two  of  these,  ages  51  and  52,  improved 
after  four  to  five  months  of  wearing  an  elastic 
support  while  the  remaining  five  maintained 
some  degree  of  edema.  These  latter  patients 
are  all  between  the  ages  of  69  and  77  with 
moderate  to  advanced  chronic  venous  disease 
of  the  lower  extremities. 

Comment 

I'he  prevention,  diagnosis,  and  treatment  of 
pulmonary  embolism  are  undergoing  notice- 
able changes.  W^ith  the  availability  of  radio- 
isotope lung  scans  and  pulmonary  angiogra- 
phy, our  ability  to  make  an  accurate  diagnosis 
of  pulmonary  embolism  has  greatly  increased. 
The  incidence  of  pulmonary  embolism  is  re- 
ported* to  be  the  third  most  common  lung 
affliction  noticed  on  post-mortem  examina- 
tion. Barring  the  occasional  cases  of  massive 
and  fatal  pulmonary  embolism  due  to  silent 
deep  vein  thrombosis,  this  occurrence  in  the 
majority  of  cases  should  not  be  considered 
unpredictable  by  the  physicians  nor  inevitable 
by  the  survivors.  Pulmonary  embolism,  if  not 
fatal,  may  also  cause  pulmonary  hypertension, 
congestive  heart  failure,  and  other  invalidism. 

Immobility  from  any  cause  predisposes  to 
stasis  of  venous  blood  flow  in  the  medium  and 
large-sized  veins.  It  is  postulated  that  such 
stasis  of  blood  with  resultant  hypoxia  of  the 
endothelial  lining  of  the  valve,  initiates  the 
formation  of  blood  clots.  Immobilization 
sufficient  to  facilitate  venous  thrombosis  may 
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occur  during  many  normal  activities  such  as 
long  car  and  plane  trips,  while  watching  tele- 
vision, prolonged  desk  work,  and  so  on. 

The  occurrence  of  venous  thrombosis  is 
common  in  post  operative  and  post-partum 
care,  in  patients  with  acute  myocardial  infarc- 
tion, in  orthopedic  surgery  of  hips  and  pelvis, 
in  patients  on  stilbesterol  and  tho.se  on  an- 
tiovulatory drugs. 

To  achieve  prophylaxis  against  pulmonary 
emboli,  four  main  methods  are  in  use: 

1.  Mobility  and  activity  to  prevent  venous  stasis. 

2.  Elastic  compression  of  the  lower  limbs  to  increase 
deep  venous  flow. 

3.  Anti  coagulation  and  the  use  of  Dextran.® 

4.  Vena  caval  clipping. 

Although  the  anticoagulants  such  as  heparin 
and  Coumadin  derivatives  are  effective 
prophylactic  agents  against  the  formation  and 
growth  of  blood  clots,  the  dangers  of  hemor- 
rhage and/or  breakthrough  of  a thrombus 
with  resultant  pulmonary  emboli  is  ever 
present.  Review  of  the  literatures^  reveals  an 
incidence  of  anticoagulation  failure  of  2 to  7.6 
per  cent  and  surgical  failure  of  4.8  to  10  per 
cent.  This  leads  us  to  believe  that  perhaps  the 
statistics  and  the  conclusions  would  be  appre- 
ciably different  if  the  surgical  procedures  had 
the  uniformity  that  this  survey  contains.'  The 
serrated  vena  caval  clip  produces  totally  diff- 
erent types  of  hemodynamic  changes  when 
compared  to  other  methods  of  surgical 
procedures.  Vena  caval  ligation  leads  to  a 
high  degree  of  distal  stasis  leading  to  chronic 
edema  of  the  lower  extremities  and  produc- 
tion of  prominent  collateral  veins.  Moreover 
clots  may  form  in  the  cul  de  sac  cephaled  to 
the  ligature.'’’’  ’’  These  two  situations  may  pre- 
dispose to  the  recurrence  of  pulmonary  embo- 
li. Such  a hemodynamic  problem  does  not 
present  itself  when  a serrated  vena  caval  clip 
is  used;  hence,  lack  of  recurrence  of  pulmon- 
ary emboli  in  the  latter  group  of  cases.  The 
pull  out  and  breakdown  of  the  plication  of 
the  vena  cava  are  reported  in  the  literature 
but  are  not  seen  in  the  cases  in  which  a serrat- 


ed clip  was  used  since  the  lumen  of  the  vessel 
was  left  intact.®’  ® All  forms  of  caval  occlu- 
sion, partial  or  total,  decrease  the  caval  blood 
flow  leading  to  stasis  and  edema.  If  a serrated 
vena  caval  clip  is  used,  this  situation  subsides 
promptly  unless  there  is  an  underlying  venous 
disease.^®  Perhaps  there  occurs  a concomi- 
tant lymphangitis  accounting  for  the  occasion- 
al edema. 

Summary 

1.  Twenty-six  cases  of  recurrent  pulmonary 
emboli,  refractory  to  anticoagulants,  and  surg- 
ically treated  by  means  of  a serrated  vena 
caval  clip  are  presented. 

2.  The  insertion  of  a vena  caval  serrated 
clip  was  found  to  be  very  effective  in  prevent- 
ing recurrent  pulmonary  emboli  whenever 
the  origin  of  the  clots  was  distal  to  the  point 
of  its  insertion. 

3.  The  low  operative  mortality  and  morbidity 
and  the  favorable  long-range  result  demon- 
strated by  this  survey,  suggests  the  advisability 
of  this  operation  in  patients  who  are  embol- 
ism prone;  or  those  with  thrombophlebitis,  as 
well  as  those  who  fail  to  respond  favorably  to 
anticoagulants. 
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All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C. 


Man  cannot. 


Homo  sapiens  can  neither  synthesize  vitamin 
C nor  store  the  water  soluble  vitamins.  They 
have  to  be  replenished  every  day. 

Normally,  man  accomplishes  this  in  his  daily 
diet.  But  under  conditions  of  illness,  stress,  in 
convalescence  or  following  surgery,  vitamin 
stores  may  be  depleted  or  metabolic  demands 


increased. 

In  such  cases,  Surbex-T  may  be  indicated. 
Each  tablet  provides  500  mg.  of  vitamin  C 
plus  high  potency  B-complex. 

Where  nutritional  status  must  be  preserved, 
Surbex-T  can  help  restore  what  the  body  can 

not  store  • 211399 


SURBEX-T 

Restores  what  the  body  cannot  store— -the  water-soluble  vitamins. 


500  rr.^.  of  C v*  ii  " 


In  the  glaucoma  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported 


Vhsniiuw 


PRiNE  HC 

the  compatible  vasodilator 


• no  reported  increase  of  intraocular  pressure 

• conflicts  have  not  been  reported  with  miotics,  | 

corticosteroids,  antihypertensives,  hypoglycemics  or  j 

diuretics  j 

In  fact,  there  are  no  known  contraindications  in 
recommended  oral  doses  other  than  it  should  not  be  givjj 
in  the  presence  of  frank  arterial  bleeding  or  immediate)  i 
postpartum.  | 


INDICATIONS:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  the  FDA  has  classified  the  indications  as  follows: 

Possibly  Effective; 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


COMPOSITION:  Vasodilan  tablets,  isoxsuprine  HCl,  10  mg.  and  20  mg. 


® 1972  MEAD  JOHNSON  4 COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A. 


DOSAGE  AND  ADMINISTRATION:  10  to  20  mg.  three  or  four  times  dai 

CONTRAINDICATIONS  AND  CAUTIONS:  There  are  no  known 
contraindications  to  oral  use  when  administered  in  recommended  doses. 
Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding. 


ADVERSE  REACTIONS:  On  rare  occasions,  oral  administration  of  the  dr 
has  been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects  such 
as  transient  palpitation  or  dizziness  are  usually  controlled  by  reducing  the  dose 


SUPPLIED: 


Tablets,  10  mg. — bottles  of  100,  1000,  5000  and  Unit  Dose 
20  mg. — bottles  of  100,  500  and  Unit  Dose 
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Basal  cell  carcinomata  lend  themselves  u'ell  to  clean 
surgical  excision. 


The  Surgical  Approach  to 
Basal  Cell  Carcinoma* 


John  J.  Bowe,  M.D./Ridgewood 

External  tumors  have  long  been  familiar  to 
the  medical  profession.  The  lesion  we  are 
here  to  discuss  was  for  many  years  referred  to 
as  a “rodent  ulcer.”  Multiple  agents  of  de- 
struction have  been  tried  in  efforts  to  eradi- 
cate the  basal  cell  carcinoma.  These  include 
extremes  of  heat  and  cold,  electric  coagula- 
tion and  desiccation,  chemical  escharotics,  and 
ionizing  radiation  in  several  forms.  A 
straightforward  treatment  method  is  also 
available:  sharp  surgical  excision.  When  this 
is  combined  with  prompt  repair,  excellent 
results  can  be  obtained. 

Incidence  and  Distribution 

Carcinoma  of  the  skin  is  the  most  frequent 
neoplasm  in  the  United  States.  In  a survey  of 
ten  large  metropolitan  hospital  centers,  cu- 
taneous carcinomas  accounted  for  13.3  per 
cent  of  all  cancers  treated.  In  a five-year  study 
of  malignancy  admissions  at  the  New  York 
Hospital,^  8.2  per  cent  were  for  cancers  of 
the  skin.  In  New  Zealand,  up  to  23  per  cent 
of  the  carcinomas  reported  were  of  the  skin. 
Sixty  per  cent  of  skin  malignancies  occur  in 
people  over  60  years  of  age.  Pack®  found  the 
average  age  of  patients  with  basal  cell  car- 
cinoma to  be  61  years.  In  1960,  in  New  York 
State,  statistics  revealed  an  incidence  of  26.8 
per  100,000  in  the  male  population,  and  20.4 
per  100,000  in  the  female  population.  In  the 
cases  studied  at  New  York  Hospital,  there 
was  a three  to  one  incidence  of  basal  cell 
carcinomas,  compared  to  squamous  tumors. 

Ehese  growths  occur  chiefly  on  the  exposed 
surfaces  ol  the  face,  neck,  and  the  backs  of  the 


hands.  They  are  especially  common  on  the 
cheeks,  ears,  and  eyeliils.  In  the  tumors  of  the 
■scalj),  Conley-  found  the  greatest  concentra- 
tion about  the  temple,  almost  one-third  l)eing 
in  this  location.  I'he  tumor  can,  of  course, 
arise  anywhere  on  the  surface  of  the  body, 
but  does  not  originate  in  the  mucous  mem- 
I)ranes.  4'hey  are  rare  on  the  sole  of  the  foot 
or  palm  of  the  hand.  Owen"’  reported  92  per 
cent  of  basal  cell  carcinomas  were  on  the  face 
or  hands.  About  20  per  cent  of  skin  carci- 
nomas are  multiple  and  new  lesions  may  fre- 
(piently  develop. 

Pathogenesis 

Percival  Pott,  of  fracture  fame,  observed  the 
seeming  relation  of  scrotal  carcinoma  to 
lodgement  of  soot  in  the  scrotal  rugae  of 
chimney  sweeps.  Arsenicals  have  long  been 
known  to  produce  skin  cancers. 

Certain  skin  t\pes  are  more  prone  to  develop 
skin  neoplasms.  The  blonde  or  sandy-haired 
type  of  person  with  thin,  dry  skin  is  suscepti- 
ble (the  so-called  “Scotch”  or  “Irish”  skin). 
Ex}H)sure  to  the  elements,  particularly  sun,  is 
a well-known  factor  in  producing  skin 
change,  and  “sailor’s  skin”  is  a frequent  site 
of  carcinoma.  Auerbach^  did  a study  of  the 
geographic  variation  in  incidence  in  10  cities 
in  the  United  States  among  whites.  He  found 
that  the  incidence  doubled  with  every  3°  48' 
(256  miles)  of  latitude  proximity  to  the 
equator.  More  than  50  per  cent  of  all  carcino- 
mas reported  in  Australia  are  skin  carcinoma. 

*Read  before  the  joint  session  of  tlie  Sections  on  Plas- 
tic Surgery  and  Derinatologr’,  206th  .Viinnal  Nfeeting. 
The  Medical  Society  of  New  Jersey,  .Atlantic  Ciiv,  .May 
8,  1972. 
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Melanin  pigment  acts  as  a protective  barrier 
to  actinic  penetration,  and  this  is  evident  in 
the  pigmented  peoples  of  the  warmer  regions 
of  the  earth.  Oettle^  found  the  incidence  of 
skin  carcinoma  in  albino  Bantus  in  Africa  to 
be  504  per  100,000,  or  ten  times  the  rate  for 
whites  in  the  United  States. 

Pathological  Anatomy 

The  basal  cell  carcinoma  has  been  described 
as  a small  or  large,  chronic,  slowly  progress- 
ing superficial  or  deep  nodule  or  ulcer,  with 
a rolled,  pearly,  and  telangiectatic  border. 
The  central  area  mav  be  covered  with  a 
crust,  which  may  bleed  upon  removal.  Histo- 
logically, there  may  be  strands,  lattice  work,  or 
glandular  arrangements  or  a solid  growth  of 
basal-like  cells,  arising  from  the  basal  cells  of 
the  epidermis  or  dermal  appendages.  There 
may  be  extensive  local  destruction,  which 
may  involve  cartilage  or  bone.  It  may  even 
destroy  a facial  feature  or  organ. 

Pickering"  categorized  basal  cell  carcinomas 
as: 

(1)  Cystic  basal  cell  carcinomas; 

(2)  Pigmented  basal  cell  carcinomas; 

(3)  Superficial  or  multi-centric  basal  cell  carcinomas, 
of  hairbearing  skin  or  of  hairless  skin; 

(4)  “Iceberg”  type  of  lesion;  and 

(5)  Scarifying  or  sclerosing  type. 

Pickering"  emphasized  the  difficulty  in  en- 
compassing the  multicentric  tumor  of  hair- 
bearing skin,  and  also  the  very  aggressive 
scarifying  type.  He  indicated  that  the  nasola- 
bial angle  was  the  commonest  location  for 
the  “iceberg”  variety. 

Surgical  Treatment 

While  some  basal  cell  carcinomas  apparently 
respond  to  a variety  of  therapeutic  modali- 
ties, there  will  always  be  some  recurrences  of 
persistent  tumor  cases.  The  rationale  of  treat- 
ment should  embrace  a study  of  the  removed 
material.  This  is  accomplished  by  sharp  re- 
moval of  the  lesion.  Blind  destructive  meth- 
ods do  not  afford  this  information,  and  as  a 
philosophy  of  treatment  are  therefore  less 
sound.  Most  small  to  medium-sized  lesions 
can  be  excised  and  repaired  under  local  anes- 


thesia in  the  outpatient  surgery.  Larger 
lesions  and  those  with  deep  destruction  pose 
greater  problems,  but  these  also  lend  them- 
selves to  excision  and  plastic  surgical  recon- 
struction and  repair  in  most  instances. 

The  extent  of  tumor  margin  will  vary  with 
the  surgeon’s  estimate  of  the  neoplasm’s  po- 
tential. Olsen,  and  also  Sundell,®  agreed  that 
for  basal  cell  carcinomas,  margins  of  5 milli- 
meters should  be  adequate  on  facial  lesions, 
and  10  to  20  millimeters  on  the  extremities 
and  trunk.  They  were  more  radical  in  squa- 
mous lesions.  Peripheral  sampling  of  speci- 
men by  the  surgical  pathologist  can  be  done 
in  most  hospitals  at  the  time  of  surgery,  by 
frozen  section.  Probably  a more  accurate 
study  will  be  obtained  by  permanent  sections, 
if  the  specimen  is  well-organized  and  appro- 
priately marked.  Certainly  any  dubious  areas 
can  be  reported  upon  while  the  patient  is  in 
the  operating  room.  Occasionally,  reoper- 
ation with  wider  removal  will  be  necessary 
because  of  findings  in  permanent  sections, 
but  with  good  clinical  appraisal  and  margin, 
this  step  should  be  infrequent. 

That  tumors  arise  on  such  important  features 
as  eyelids,  nose,  or  ears  is  not  a reason  to 
avoid  surgery.  Indeed,  I believe  surgery  in 
such  circumstances  offers  superior  results  to 
other  methods  of  treatment.  (See  Figure.s) 
Simple  excision  and  repair  is  certainly  most 
commonly  employed.  Excision  with  repair  by 
free  graft,  either  whole-thickness  or  thick- 


Figure  1— Large  basal  cell  carcinoma— left  lower  eye- 
lid and  cheek,  deeply  involving  tarsus  and  obstructing 
vision. 
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Figure  2— Extent  of  surgical  resection— full  thickness  of  Figure  5— Several  month  post-surgery 

lower  eyelid  taken. 


Figure  4— Six  weeks  postoperative— immediate  eyelid 
reconstruction  at  the  time  of  tumor  surgery. 


split,  is  the  next  most  useful  surgical  tool. 
Some  cases  will  lend  themselves  to  direct  flap 
repair,  and  others  tvill  require  secondary 
reconstruction. 


Occasionally,  especially  in  very  aggressive  and 
recurrent  tumors,  or  where  there  is  a problem 
with  margin  of  excision,  a delay  before  recon- 
struction may  be  wise.  In  basal  cell  carcino- 
mas, this  is  infrequent,  but  may  occur,  espe- 
cially in  those  which  have  changed  to  base- 
squamous  nature.  An  interval  of  six  months 
to  a year  should  be  given  in  such  cases  before 
reconstruction,  if  there  is  doubt  in  the  sur- 
geon’s mind  about  tumor  clearance. 

Summary 

Basal  cell  carcinomas  lend  themselves  to  sure:- 
gical  excision  and  repair.  These  tumors  have 
been  clarified  and  their  nature  discussed. 
Repre.sentative  cases  have  been  illustrated 
and  discussed. 
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Prescribe  With  Confidence'* 


KATES  BROS, 

SCIENTIFIC  SHOE  FITTING 

A Shoe  and  Last  tor  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


400  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 


The  treatment  of 


impotence 

: due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 


as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 


Official  Journal  of  the 


American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Ec^hytUow  tablet  containt: 
Methyl  Testotlerone  ..2.SniK. 
Thyroid  Cit.(t/S  cr.)  ..10  m{. 
Clutomlc  Acid  ........50  mg. 

Thiamine  HCL 10  mg. 

Dote:  I tablet  3 times  daily. 
Avoilabte: 

BoUles  of  100,  500,  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Eit.(V]  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  ..  ..1..  .10  mg. 
Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


Android-K 

CITRA  HtCH  POTENCY 
Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Eit.(1  gr.)  ....£4  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Avatlable: 

Bottles  of  60.  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 
Each  tvhile  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit.(V4  gr.)  ...tSmg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridonne  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

ftibollavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Cantraindicatlons:  Android  Is  eontrsindicated  In  patients  with  proslatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  ar^d  hyperthyroidism.  Occasional 
cases  of  jaundice  with  pfueemf  bihary  canalicuM  have  occurred 
lerone.  Thyroid  is  not  tu  be  used  in  heart  disease  and  hyperiensioi 
Warnings:  Large  dosages  may  cause  anorcua.  nausea,  vomiting  abdominal  pain,  diarrhea.  heaOKh^ 
dimness,  lethargy,  paresthesia,  skin  eruptions,  less  of  libido  m males,  dysucia,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males 

Precautions:  II  hypothyroidism  is  accompanied  by  adrenal  in$uHieier«y  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  And'ogens.  in  general,  tend  to  promote  retention  of  sodium  ai»d  water,  patients 
receiving  Methyl  Testosterone,  m particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilited  patients,  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Reterencea:  1.  Monteaano.  P..  and  EvangeMsla.  I.  Methyiiestosterpne  thyrold  treatment  of  sevual 
impotence.  Clin  Med  12  69.  1966.  3.  Dublin.  M F.  Treatment  of  impotence  with  methyiieslosteron^ 
thyroid  compound.  West  Med  S:67.  1964.  3.  Titetf,  A.  S.  Methyiteslosierone-thycoid  in  treating  impotence. 
Gen  Prac  35.6.  1962.  4.  Heilman.  1.,  Bridlew.  H i..  Zumotf.  B..  Fukushima.  0 R.,  and  Sanagbtr.  T.  F. 
Thyroid^androien  interrelations  and  the  hypKhoiesteremic  effect  of  andresterone.  J Clin  CndKr  19.93$, 
1959  5.  FanTs.  I.  J..  and  Cotton.  S.  W.  Effects  of  L-lhyronne  and  liothyronme  on  spermatogenesis, 
i Urol  79-163,  1958  6.  Osel.  A . and  Farrar.  C.  E.  United  Slates  Dispensatory  (ed.  25).  Lippmcott,  Phil» 

deiphia.  1955.  p.  1432.  7.  wershub.  1.  P.  Seiual  Impotence  II  ' 

III.,  1959,  pp.  79-99. 
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Here  is  an  office  l^rocedure  with  an  almost  100  per 
cent  rate  for  replacing  hair. 


Treatment  of  Baldness  by 
Hair  Transplantation 


Robert  Auerbach,  M.D.  and 
Hillard  H.  Pearlstein,  M.D. /New  York 

Hair  transplantation  is  actually  autografting 
of  composite  skin  grafts  with  hair-bearing  fol- 
licles. These  grafts  are  donor  dominant.  Suc- 
cess of  the  procedure  depends  upon  the  fact 
that  they  are  donor  dominant.  This  means 
that  the  hair  follicles,  when  moved  from  the 
original  location  to  another  area,  continue  to 
maintain  the  characteristics  they  had  in  the 
donor  site.  Specifically,  they  continue  to  grow 
a fidl  thickness  terminal  hair.^  Male-pattern 
alopecia  commonly  affects  certain  areas.  The 
hair  loss  occurs  when,  at  a genetically  predeter- 
mined age,  the  hair  follicles  in  those  areas 
develop  a sensitivity  to  normal  amounts  of 
androgen,  and  cease  to  produce  hair  shafts. 
W'hen  hair  follicles  are  moved  from  an  area  of 
the  scalp  that  does  not  have  this  sensitivity  in 
response  to  the  normal  circulating  androgen 
the  hair  will  grow  in  the  normally  male- 
pattern  alopecia  areas. 

Selection  of  patients  is  based  on  a simple 
principle:  the  patient  should  have  significant 
hair  loss  so  that  4 millimeter  grafts  of  growing 
hair  in  the  recipient  sites  will  produce  a sig- 
nificant cosmetic  difference.  Donor  sites  from 
posterior  and  lateral  areas  of  the  scalp,  should 
have  hair  thick  enough  to  make  transplanta- 
tion w'orthwhile.  These  criteria  comprise  a 
description  of  male-pattern  hair  loss  in  many 
patients.  Patients  with  scarring  alopecia  from 
burns,  accidents,  surgery,  traumatic  scars,  and 
radiation  can  also  be  helped  with  hair  trans- 
plants. For  these  patients,  the  hair  transplants 
seem  to  take  effect  as  long  as  there  is  sufficient 
blood  supply  so  that  there  is  a vialile  scar. 


The  general  rule  seems  to  be:  if  there  is  no 
gangrene  the  hair  transplants  will  take.  How- 
ever, in  all  patients  with  scars — of  whatever 
etiology — we  usually  place  test  jjltigs  before 
proceeding  with  the  entire  procedure. 

Hair  transplantation  is  an  office  procedure. 
We  use  2 per  cent  lidocaine  with  1 to  1 00,000 
epinephrine  as  a local  anesthetic.  The  donor 
area  is  anesthetized,  as  tvell  as  the  recipient 
area.  Following  this,  the  hair  is  clipped  short 
in  the  donor  site.  Isopropyl  alcohol  is  an  ade- 
quate topical  cleansing  agent.  Using  a short- 
handled,  simple  1 millimeter  circular  derma- 
tology punch,  plugs  of  bald  skin  are  removed 
from  the  recipient  area.  The  hairline  should 
never  be  placed  too  far  forward;  one  can  al- 
ways move  the  hairline  farther  forward,  but 
the  plugs  and  the  growing  hair  are  permanent 
and  cannot  be  removed  without  leaving  a 
scar.  Transplants  should  never  be  put  into  the 
temple  area  since  this  coidd  result  in  a l)izarre 
appearance.  A common  retjuest  from  patients 
is  for  a hairline  further  forward  than  is  nor- 
mal; that  this  is  not  desirable  must  Ite  ex- 
plained to  the  patient.  'We  usually  draw  a 
hairline  with  tincture  of  Metaphen®  before 
starting  to  cut.  Of  course,  there  are  many 
patients  for  whom  ]jlacing  a hairline  is  not 
necessary;  merely  filling  in  the  bald  area  on 
top  of  the  scalp,  or  thickening  an  existing 
frontal  hairline  or  thickening  the  hair  in  the 
mid-frontal  scalp  may  be  sufficient. 

*Read  before  the  joint  session  of  the  .Sections  on  Ocv- 
inatologc’,  and  Plastic  Surgery,  20fith  Annual  %tccting. 
I'he  Medical  .Society  of  New  Jersey.  .Atlantic  City.  Ma\ 
8,  1972.  Dr.  .Auerliacti  is  .Assistant  Clinical  Professor  of 
Derniatologs  at  N’A'U  School  of  Medicine,  and  Dr. 
Pearlstein  is  .Assistant  Clinical  Professor  of  Dermatology 
at  Ml.  Sinai  School  of  Medicine.  New  A'ork. 


A'OI..  -O-NCMRER  2-FF.RRUARY,  1973 


119 


With  the  same  punch,  plugs  of  skin  are  re- 
moved from  the  anesthetized  donor  site.  One 
must  be  careful  in  both  sites  to  punch  into 
the  fat.  The  plugs  are  pulled  out  with  a pair 
of  forceps.  After  the  plugs  are  removed,  bleed- 
ing is  controlled  by  firm  manual  pressure.  If 
any  donor  sites  bleed  persistently,  or  have 
small  or  large  arterial  “pumpers,”  they  are 
immediately  sutured  with  2-0  silk  sutures. 

A pressure  dressing  is  applied  to  the  patient’s 
head.  The  plugs  are  cleaned  by  gently  shak- 
ing them  in  normal  sterile  saline  solution. 
Each  plug  is  then  carefully  rolled  on  sterile 
gauze  in  a Petri  dish,  moistened  with  normal 
saline,  so  that  the  sides  can  be  examined  and 
any  loose  hair  removed.  This  is  essential  to 
insure  that  a foreign  body  reaction  and/or 
infection  does  not  occur.  Actually,  an  infec- 
tion in  transplants  is  extremely  rare.^ 

Following  this  cleaning,  the  plugs  from  the 
donor  site  are  placed  in  the  recipient  areas. 
Before  placement,  the  direction  of  hair 
glowing  in  these  areas  must  be  noted  and  the 
plug  inserted  so  that  its  hairs  are  growing  in 
the  same  direction.  The  direction  of  hair 
growth  in  the  donor  plugs  can  be  determined 
by  looking  at  the  stubs  of  hair  protruding 
from  each  plug.  The  plugs  from  the  recijrient 
site  have  no  viable  hair  follicles  and  may  be 
discarded.  (Actually,  some  researchers  use 
these  as  a source  of  human  skin.) 

It  is  essential  that  a small  amount  of  bleeding 
take  place  when  the  plugs  are  put  into  the 
recipient  sites.  A clot  between  the  recipient 
skin  and  the  plug  is  necessary  for  the  plug  to 
take.  An  air  space  is  not  conducive  to  a good 
“take.”  Since  the  base  of  each  plug  contains 
some  fat  (as  mentioned  above,  it  is  necessary 
to  leave  some  fat  present  since  the  hair  folli- 
cles can  penetrate  into  the  fat),  much  of  the 
vascular  supply  to  the  grafted  plug  probably 
enters  from  the  sides.  The  very  thin  clot  on 
each  side  permits  the  growth  of  these  new 
blood  vessels.  Bleeding  is  entirely  controlled 
at  this  point  and  is  usually  begun  again  by 
the  manipulation  of  placing  the  plugs. 


After  the  plugs  have  been  placed  as  flat  as 
possible,  which  is  usually  perfectly  flat  in  rela- 
tion to  the  surrounding  skin,  and  hemostasis 
is  assured,  the  dressing  is  applied.  Our  usual 
procedure  is  to  apply  a neomycin  or  gentami- 
cin ointment  or  cream  on  a piece  of  Telfa®. 
This  is  then  placed  on  the  recipient  and  do- 
nor sites  and  held  in  place  with  a elastic  band- 
age in  the  donor  sites  only,  and  a Kerlix® 
dressing  in  both  sites.  Thus,  the  Kerlix® 
dressing  goes  over  the  elastic  bandage  in  the 
donor  sites  and  over  the  Telfa®  in  the  recipi- 
ent sites.  Hemostasis  is  usually  more  of  a 
problem  in  the  donor  sites  and  the  elastic 
bandage  provides  some  assurance  that  bleed- 
ing, which  shoidd  be  completely  controlled 
when  the  patient  leaves  the  office,  does  not 
start  again.  It  is  unwise  to  use  the  elastic 
bandage  in  the  recipient  sites  since  the  pres- 
sure of  the  bandage  might  twist  some  of  the 
plugs.  The  patient  leaves  the  office  wearing  a 
white  turban  bandage.  It  is  rare  for  the  pa- 
tient to  experience  bleeding  after  he  leaves 
the  office.  Bleeding  is  best  avoided  by  placing 
a suture  in  a donor  site  that  shows  any  evi- 
dence of  arterial  bleeding  or  persistent  oozing. 

The  patient  can  remove  the  dressing  himself 
the  next  morning.  To  prevent  the  dressing 
from  adhering  to  the  surgical  sites,  it  should 
be  removed  in  24  hours.  If  the  patient  wishes, 
he  may  return  to  the  office  and  we  will  remove 
the  dressing.  The  clots  that  form  should  not 
be  cleaned  for  several  days.  The  patient  is 
instructed  not  to  shampoo  for  five  days,  and 
then  to  shampoo  \ery  carefully.  Vigorous  ex- 
ercise is  prohibited  for  one  week;  swimming 
and  diving  are  prohibited  for  two  weeks.  Sur- 
prisingly, post-operative  pain  is  unusual.  An- 
algesics are  not  routinely  prescribed.  If  a pa- 
tient requests  an  analgesic  due  to  previous 
poor  experience  with  post-operative  pain, 
codeine  30  milligrams  with  600  milligrams  of 
aspirin  every  four  hours  can  be  prescribed.  If 
the  patient  merely  asks  about  post-operative 
pain,  he  is  told  that  he  will  jrrobably  need 
nothing  more  than  aspirin.  In  the  unusual 
instance  when  a patient  does  complain  of  post- 
operative pain,  he  should  be  seen  immedi- 
ately, since  it  is  a rare  occurrence  and  may 
indicate  a post  operative  complication. 
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Postoperative  Complications 

Probably  the  most  common  complication  is 
edema  of  the  forehead  from  the  surgical  trau- 
ma of  the  frontal  scalp  area.  The  edema  can 
be  severe  enough  to  cause  swelling  of  the 
eyelids.  However,  we  have  not  seen  complete 
shutting  of  the  eyelids  due  to  swelling. 

Infection  is  a very  rare  occurrence  and  should 
be  treated  as  any  other  wound  infection,  i.e., 
by  removal  of  any  sutures,  adequate  drainage 
if  necessary,  hot  compresses,  culture  and  sensi- 
tivity, and  antibiotics. 

Post-operative  pain,  as  discussed  above,  is 
rare.  The  patient  should  be  examined  and 
any  post-operative  problem  should  be  correct- 
ed. Appropriate  analgesics  can  be  prescribed. 

Late  post-operative  complications  include 
venous  ectasia  of  the  donor  areas.  We  have 
seen  several  patients  who  have  a tendency  to 
form  two  to  ten  millimeter  balloonlike,  soft 
spongy  nodules  that  empty  very  easily  on  pres- 
sure and  do  not  pulsate.  Our  clinical  diagno- 
sis is  that  these  are  large,  dilated  venous  ves- 
sels. They  have  developed  either  at  the  time 
of,  or  after  transplant  procedures.  There  does 
seem  to  be  individual  susceptibility  to  the  de- 
velopment of  these  venous  ectasias.  They  usu- 
ally clear  up  gradually;  however,  a few  do 
not.  They  can  be  treated  by  the  insertion  of  a 
2-0  chromic  suture.  The  inflammation  that 
occurs  during  the  absorption  of  the  suture 
will  very  often  cause  fibrosis  of  the  venous 
vessel.  While  the  suture  is  in  place  it  should 
be  checked  once  or  twice  a week.  This  is 
probably  the  most  common  significant  post- 
transplant complication,  and  occurs  in  per- 
haps one  out  of  500  transplant  patients. 

We  have  seen  a single  instance  of  keloid 
formation  in  one  donor  site  in  a Caucasian 
patient.  W’e  have  done  many  Negro  patients 
and  among  them,  have  not  encountered  any 
keloids.  However,  the  procedure  in  Negro  pa- 
tients is  to  place  three  or  four  transplants  in 
inconspicuous  areas,  allow  them  to  heal,  and 
have  hair  growing  in  (which  takes  two  to  four 
months)  before  proceeding  with  the  complete 
transplant  procedure. 


Elevation  or  an  uneven  surface  in  the  recipi- 
ent area  will  occur  in  some  patients.  I his  can 
usually  be  alleviated  by  electrodesiccating  the 
surface.  However,  this  should  not  be  done 
until  at  least  six  months  have  elapsed  after 
the  transplant  procedure,  since  many  cases  of 
this  elevation,  or  “cobblestoning,”  will  resolve 
spontaneously. 

Repeat-Transplant  Procedures 

The  crusts  come  off  spontaneously  in  ten  to 
twenty  days.  New  grafts  can  be  placed  in  an 
area  surrounding  old  grafts  in  approximate- 
Iv  three  to  four  weeks.  At  any  time  after  the 
first  procedure,  grafts  can  be  placed  in  a new 
area.  If  one  is  filling  in  the  frontal  area,  as 
well  as  the  top  of  the  scalp,  it  is  possible  to 
place  grafts  in  both  areas  within  the  same 
week.  Grafts  should  not  be  placed  next  to 
each  other  on  the  same  day,  since  one  is  then 
not  doing  4 millimeter  punch  grafts  but,  in 
effect,  much  larger  grafts.  There  should  be 
normal  surrounding  skin  on  all  sides  of  the 
graft.  These  areas  can  be  filled  in  at  a later 
time  (in  three  to  four  weeks)  with  the  hair- 
bearing donor  plugs.  Only  in  the  hairline,  the 
front  line  of  plugs,  rvould  one  put  grafts  next 
to  each  other.  Hair  transplant  procedures  are 
continued  until  the  bald  area  has  achieved  an 
adequate  thickness  of  hair.  Even  the  more 
severe  case  of  male-pattern  hair  loss  can  have 
all  the  grafts  placed  in  three  to  four  months. 
The  patient  does  not  have  to  miss  more  than 
one  half-day’s  work  for  each  transplant 
procedure.  Total  office  time  for  each  trans- 
plant procedure  is  one  to  two  hours. 

It  must  be  remembered,  and  exj)lained  to  the 
patient,  that  the  hairs  actually  present  in  the 
transplant  plug  at  the  time  of  the  transplant 
procedure  will  fall  out.  These  hairs  go  into 
the  telogen  (hair-loss)  phase  of  the  hair  cycle 
due  to  the  trauma  of  the  surgical  procedure. 
Then  the  same  hair  follicles  go  into  the  an- 
agen  (growing)  pha.se  of  hair  growth  and 
grow  new  hairs  in  two  to  four  months.  Thus 
one  is  trairsplanting  not  hairs,  but  plugs  of 
skin  that  contain  several  viable  hair  follicles. 
These  new  hairs  will  grow  at  the  rate  as  in 
their  original  location  and  they  will  have  the 
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same  characteristics  of  color,  texture,  etc.,  as 
the  donor  site.  Once  the  new  hair  has  grown 
in,  it  lasts  as  long  as  the  hair  from  the  donor 
site  (usually  the  back  of  the  scalp)  and  this  is 
almost  always  a lifetime.  It  can  be  cut. 
groomed,  shampooed,  colored,  straightened, 
curled,  etc. — ^just  as  any  other  hair. 

The  final  results  depend  largely  on  the  densi- 
ty of  the  hair  from  the  donor  site:  the  more 
dense  this  hair  is,  the  more  dense  will  be  the 
hair  in  the  recipient  site.  It  is  impossible  to 
predict  exactly  how  thick  this  will  be  but  we 
have  never  seen  a patient  who  showed  no  hair 
grotvth  at  all. 

rile  principle  for  this  procedure  is  based 
upon  the  movement  of  hair  follicles,  and 
these  must  be  handled  carefully  so  that  folli- 
cles are  not  removed  from  the  graft  or  dam- 
aged in  any  way.  Patients  should  be  cautioned 
not  to  disturb  the  grafts  in  any  way  for  the 
first  two  weeks;  they  should  not  jiick  at  them, 
and  if  they  think  there  is  a problem  they 
shoidd  immediately  call  the  physician. 

The  number  of  plugs  moved  in  any  one  ses- 
sion depends  upon  the  characteristics  of  the 


scalp  being  treated.  In  the  large  bald  areas 
one  might  transplant  as  many  as  50  plugs  in 
one  session;  however,  one  must  be  certain  that 
the  area  is  sufficiently  large  so  that  these  plugs 
will  not  be  next  to  each  other,  but  distributed 
in  a checkerboard  pattern,  as  implied  above. 
When  these  have  healed  in  four  weeks  or 
longer,  one  may  go  back  and  fdl  in  the  exist- 
ing bare  areas  with  more  transplant  plugs. 

After  the  hairs  have  grown  in  completely  it 
may  be  advisable  for  the  patient  to  return  for 
a few  fill-in  pings  in  areas  that  may  still  have 
three  to  four  millimeter  sections  of  baldness. 
In  that  way  the  most  natural  appearance  of 
thickness  can  be  achieved. 

Conclusion 

hair  transplant  procedure  using  4 millimeter 
plugs  of  skin  is  a simple,  cosmetic  method  for 
replacing  hair  in  any  bald  areas  due  to  any 
cause.  The  success  rate  is  almost  100  per  cent. 
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Through  the  Eyes  of  the  Schizophrenic 


1 he  world  as  it  is  seen  through  the  eyes  of  a 
schizophrenic  and  a review  of  the  probable 
causes  and  treatment  of  the  disorder  highlight 
a pamphlet  recently  released  by  the  National 
Institute  of  Mental  Health.  Directed  to  read- 
ers without  professional  training,  the  booklet. 
Schizophrenia — Is  There  an  Answer?  gives 
(pialified  explanations  of  some  of  the  issues. 

Drawing  on  the  actual  experiences  of  pa- 
tients, described  in  their  words,  the  booklet 
conveys  something  of  the  ilespair,  sense  of 
unreality,  fear,  and  loneliness  that  confront  a 
schizophrenic  individual.  An  opening  section 
briedv  descriljes  tlie  historv  of  the  illness  and 


what  is  known  currently  about  causes — the 
influence  of  genetics,  family,  environment, 
and  biochemistry.  Common  treatment  tech- 
nics are  reviewed.  The  booklet  closes  with  a 
discussion  of  the  prospects  for  understanding 
schizophrenia  in  the  coming  decade  and  the 
outlook  for  individuals  who  are  now  victims 
of  this  prevalent  mental  disorder. 

Single  copies  of  Schizophrenia — Is  There  an 
Answer?  (DHE\V  Publication  No.  HSM 
72-9070)  aie  available  for  20t-  from  Public 
Impiiries,  National  Institute  of  .Mental 
Health,  Room  15C-17,  5600  I-'ishcrs  Lane, 
Rockville,  Marsland  20852. 
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^OVE-OUT  STICKY  MUCUS . 


In  asthma,  bronchitis . . . 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 

"For  the  viscid  sputum,  potassium  iodide  (...preferable  as  enteric  coated 
tablets)  may  be  best.”^ 

Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets  — 

lODO-NIACIN’ 

Each  SLOSOL  coated  tablet  contains  potassium 
iodide  135  mg.  and  niacinamide  hydroiodide  25  mg 

please  see  next  page  for  pre.scribing  information 


Promote  Productive  Cough- 
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"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 


. . there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”^ 


Rx  Information: 

INDICATIONS:  The  primary  indication  for  lodo-Niacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 

RESPIRATORY  DISEASE:  The  use  of  lodo  Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIDSCLERDSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

DPHTHALMDLDGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memorane  ulceration,  salivary  gland  swelling,  ana  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DDSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy 

HDW  SUPPLIED:  Cole's  lodo  Niacin  tablets  are  available  in  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink.  NDC  55-6458 


lODO-NIACIN 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  //  tabs,  t.i.d.  p.c. 

References:  1.  Itkin,  I.  H.,  Am.  Fam.  Phys.  4:83,  1971.  2.  Feinberg,  S,  M.,  Consultant 
Sept.,  1971.  pg.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 
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While  not  yet  the  ideal  procedure  for  prostatectomy , 
cryosurgery  has  some  advantages  in  the  patient  who 
is  a poor  surgical  risk. 


Cryosurgical  Prostatectomy* 


Charles  E.  Bellingham,  M.D.,  and 
Maxwell  Malament,  M.D.j 
East  Orange 

Since  tlie  innovation  ol  cryosurgery  of  the 
prostate,  by  Gonder  and  Soanes'  in  1964, 
various  aspects  of  this  procedure  have  been 
explored  and  evaluated.  Experiences  of  other 
urologists  a])pear  to  indicate  that  cryosurgery 
is  not  as  efficacious  as  other  methods  of 
prostatectomy.2  ® However,  it  has  been  found 
to  he  indicated  in  the  elderly,  debilitated  pa- 
tients, and  those  considered  to  be  a poor  risk 
for  any  type  of  surgery. 

The  effectiveness  of  cryosurgery  relies  on  its 
ability  to  destroy  prostatic  tissue  mass  without 
interfering  with  adjacent  anatomic  structures. 
Various  theories  have  been  suggested  for  the 
mechanism  of  cellular  death.  These  include 
(a)  dehydration  and  a toxic  concentration  of 
electrolytes,  (b)  denaturization  of  protein 
substances  within  the  cell,  (c)  crystallization 
and  rupture  of  cellular  membranes,  (d)  vas- 
cular stasis  resulting  in  cell  death,  and  finally 
(e)  cellular  death  attributed  to  “thermal 
shock.” 

It  lias  been  shown’’  in  experimental  work 
that  after  sloughing  of  necrotic  tissue,  the 
remaining  prostatic  tissue  loses  its  ability  to 
form  secretory  granules.  Also,  tiiere  is  evi- 
dence of  squamous  metaplasia  in  the  area  pre- 
viously subjected  to  the  freezing  tempera- 
tures. Net  result  is  a decrease  in  both 

volume  and  size  of  the  prostate. 

The  results  at  this  hospital  of  thirty-one  pa- 
tients who  have  undergone  cryosurgery  will 
be  here  presented. 


Technic 

Cryosurgery  of  the  prostate  gland  is  per- 
formed trausurethrally.  The  Linde  cryosurgi- 
cal unit’’  type  CT-4  lias  been  used  in  this 
study.  Prior  to  the  insertion  of  the  intraure- 
thral  prolie,  cystoscopy  is  performed  and  the 
intrusion  of  prostate  tissue  into  the  urethral 
canal  as  well  as  the  elongation  of  tlie 
prostatic  urethra  is  noted,  .\fter  cystoscopy,  a 
4i:24  F Roliinson  urethral  catheter  is  passed 
into  the  bladder  and  the  remaining  urine  is 
evacuated.  The  bladder  is  distended  with  250 
to  300  ctdiic  centimeters  of  air  and  a cysto- 
gram  is  made  to  verify  the  presence  of  the  air- 
fdled  bladder.  Immediately  on  removal  of  the 
urethral  catheter,  the  cryosurgical  probe  is 
pas.sed  into  the  bladder.  Thermocouples  are 
jiositioned  in  the  fascia  between  the  rectum 
and  prostate,  and  in  the  prostate  itself.  The 
forefinger  of  the  left  hand  is  inserted  in  the 
rectum  and  a small  round  metal  knob  on  the 
probe  is  palpated.  It  is  positioned  jtist  distal 
to  the  apex  of  the  prostate.  The  cryosurgical 
probe  is  slightly  depressed  distally,  allowing 
the  vacuum  tip  to  be  lifted  away  from  the 
trigone.  The  next  step  is  to  lower  the  tempera- 
ture to  7ni)ius  160°  C.  Depending  upon  the 
previously  noted  gland  size,  thermocouple 
temperatures,  and  rectal  wall  fixation,  the 
freezing  temperature  is  lowered  from  three  to 
twenty  minutes.  During  the  procedure,  the 
thermocouples  are  carefully  checked  and 
shoidd  the  temperature  of  the  thermocouple 
located  between  the  rectum  and  jirostate  de- 
crease to  minus  10°C,  the  procedure  is  im- 
mediately discontinued.  The  rectal  mucosa 
is  occasionally  palpated  and  should  remain 

•From  the  I'rolog}'  Section,  Surgical  Seivice,  Veterans 
.\dininistration  Hospital  of  F.ast  Orange,  New  Jersey, 
and  the  New  Jersey  College  of  Medicine  (C\ir>NJ) 
at  Newark. 
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freely  movable.  Fixation  of  the  mucosa  is  an 
indication  of  excessive  freezing.  After  ade- 
quate freezing  time,  the  probe  is  heated  elec- 
trically and  then  removed.  A Foley  catheter 
is  immediately  inserted  and  left  indwelling. 

Initially  spinal  anesthesia  was  used.  However, 
it  subsequently  was  noted  that  the  procedure 
was  well  tolerated  under  local  anesthesia 
using  xylocaine  jelly  as  topical  anesthesia  in 
the  urethra  and  5 to  10  milligrams  of  Vali- 
um®, intravenously,  for  operative  sedation. 
Eleven  patients  have  had  the  procedure  under 
local  anesthesia. Rectal  adnexal  tempera- 
tures varied  between  32°C  and  minus  5°C 
while  the  prostatic  thermocouples  varied  be- 
tween 3°C  and  minus  60°C. 

Results 

At  this  hospital,  31  patients  ranging  in  age 
from  fifty-one  to  eighty-five  years  underwent 
prostatectomy  using  the  cryosurgical  technic. 
This  included  12  patients  with  prostate 
cancer  and  the  remaining  19  with  benign  hy- 
pertrophy of  the  prostate  gland.  Twenty  were 
considered  poor  risk  patients  for  any  surgical 
intervention.  This  criterion  was  based  upon 
preoperative  medical  consultation  and  val- 
idated by  severe  medical  diseases  increasing 
patient  risk  (Table  1).  This  included  marked 
hypertension,  coronary  artery  disease,  four 
with  prior  myocardial  infarction,  congestive 
heart  failure,  chronic  lung  disease  with  severe 
impairment  of  pulmonary  function,  diabetes 
requiring  insulin  control,  and  chronic  renal 


Table  1 


MEDICAL  STATUS 

POOR 

RISK 

FAIR  RISK 

D!  SEA SE 

B P H 

Co 

B P H 

Co 

C V A 

/ 

ARTERIOSCLEROTIC 
HEART  DISEASE 

4 

2 

4 

4 

MYOCARDIAL 

INFARCTION 

/ 

2 

HYPERTENSIVE 
HEART  DISEASE 

4 

/ 

EMPHYSEMA 

2 

DIABETES  MELLITUS 

3 

/ 

METASTATIC  Co 

/ 

CIRRHOSIS 

/ 

TO  TA  L 

15 

6 

5 

5 

failure.  One  patient  had  an  intracardiac  pace- 
maker. Sixteen  patients  had  blood  urea  nitro- 
gen levels  ranging  from  22  to  120  mg.  per 
cent.  The  remaining  fifteen  were  within  nor- 
mal limits.  Only  two  patients  had  sterile  urine 
prior  to  cryosurgery.  Postoperatively  all  pa- 
tients had  bacteriuria  with  colony  counts 
greater  than  100,000  on  repeated  cultures  dur- 
ing the  first  month.  This  has  been  related  to 
the  slow  slough  of  necrotic  tissue  from  the 
prostatic  fossa. 

Three  patients  had  previously  undergone  a 
conventional  prostatectomy,  one  an  open 
procedure  and  the  remaining  two  had  trans- 
urethral prostatectomies. 

Eighteen  patients  were  in  urinary  retention 
due  to  prostatic  obstruction  as  noted  by  cystos- 
copy and  required  urinary  catheter  drain- 
age preoperatively.  This  consisted  of  11  pa- 
tients with  prostate  hypertrophy  and  seven 
with  carcinoma  of  the  prostate. 

The  Foley  catheters  were  removed  between 
the  seventh  and  tenth  days  postoperatively. 
One  patient  required  reinsertion  of  the 
catheter  and  its  final  removal  was  delayed 
until  the  forty-first  postoperative  day. 

Postoperatively  our  results  were  graded  upon 
residual  urines  performed  two  to  four  days 
after  removal  of  the  catheter.  Those  classified 
as  “good”  retained  less  than  30  cubic  centime- 
ters, while  a “fair”  result  varied  between  30 
and  100  cubic  centimeters.  Residual  urine 
above  this  was  considered  a poor  result. 
There  were  seventeen  (55  per  cent)  who  were 
classified  as  good  result  and  four  (13  per 
cent)  who  had  fair  results  and  six  (19  per 
cent)  were  felt  to  have  a poor  result.  Four 
patients  (13  per  cent)  died  during  their  hos- 
pitalization (Table  2). 


Table  2 


POSTCRYOSURGERY  RESULTS'^ 

RESIDUAL  URINE 

NO  OF  PATIENTS 

•/. 

GOOD 

0-30  cc 

IT 

55 

FA  //? 

30-100  cc 

4 

/ J % 

POOR 

> 100  cc 

6 

19  Vi 

TOTAL 

27 

8 7 V, 

% 

MORTALITY 

4 

! 3 V. 
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Altliough  the  mortality  was  13  per  cent  it 
must  be  emphasized  that  the  four  patients 
were  initially  considered  poor  surgical  risks. 
In  only  one  patient  was  the  cause  of  death 
attributed  directly  to  cryosurgery.  In  this  case 
necrosis  of  the  trigone,  ureterovesical  orifices, 
and  bilateral  ureteral  obstruction  contributed 
to  septicemia,  and  pneumonia  on  the  7th  post- 
operative day.  The  other  causes  of  death 
were  vertebral  collapse  from  prostate  cancer 
metastases  to  the  spine,  and  congestive  heart 
failure  secondary  to  arteriosclerotic  heart  dis- 
ease. 

The  next  most  perplexing  postoperative  com- 
plication has  been  slough  obstruction  (Table 
3) . This  has  been  due  to  large  pieces  of  ne- 
crotic tissue  remaining  partly  attached  to  the 
wall  of  the  prostatic  urethra,  or  sloughing 
into  the  bladder  but  because  of  their  large 
size  are  unable  to  be  passed  spontaneously. 
This  required  endoscopic  removal  in  four  (15 
per  cent)  patients. 


Table  3 


B P.  H. 

Ca 

( 50-59 

2 

AGE  < 

60-69 

6 

70-79 

10 

iO 

^ >80 

1 

2 

TOTAL 

19 

!2 

Spina! 

a 

7 

Anesthesiai 

8 

Topical 

5 

Slough  Obstruction 

3 

2 

Postoperative 

incontinence 

i 

i 

Epididymitis 

2 

- 

Prior  Surgery 

- 

3 

Mortality 

3 

i 

In  three  patients  it  was  noted  that  postoper- 
atively  there  was  partial  obstruction  from  a 
large  middle  lobe  which  was  still  viable.  This 
required  a subsequent  transurethral  resection 
in  two  patients.  Stress  incontinence  was  ob- 


served in  three  patients  although  this  com- 
plaint subsided  completely  after  three  months 
in  one  case.  There  were  two  cases  of  epi- 
didymitis, both  of  which  resolved  on  conserva- 
tive management.  Bleeding  in  all  cases  was 
considered  minimal  and  no  patient  required 
a postoperative  transfusion. 

Discussion 

Cryosurgery  of  the  prostate  has  been  lauded 
not  as  a replacement  for  the  more  common 
methods  of  prostatectomy  but  for  its  use  in 
the  poor  risk  patient.®’  ®>  Our  findings  agree 
with  this,  since  the  convalescent  period  after 
cryosurgery  is  more  prolonged  than  that  of 
conventional  methods  of  prostatectomy. 
Rouvalis,^®  presented  its  use  in  299  patients 
using  local  anesthesia.  Sixty  per  cent  of  these 
patients  were  considered  unfit  for  convention- 
al excision.  Gonder,^^  and  Dow®  have  noted 
its  effectiveness  in  patients  with  bleeding 
dyscrasias.  Many  of  these  patients  would  have 
sustained  excessive  blood  loss  with  other  surg- 
ical methods.  Jordan,^®  in  a series  of  70  pa- 
tients noted  an  average  blood  loss  of  20  cubic 
centimeters  with  extremes  of  1.6  and  57  cubic 
centimeters. 

The  patient  may  be  ambulated  the  day  of 
surgery  which  minimizes  postoperative  com- 
plications associated  with  prolonged  bed  rest. 
There  is  little  need  for  more  than  mild  anal- 
gesic agents  postoperatively  as  non-narcotic 
analgesics  have  proved  adequate. 

Certain  drawbacks  inherent  to  prostatic  cryo- 
surgery have  been  noted.  Slough  obstruction 
has  necessitated  a second  endoscopic  pro- 
cedure. To  eliminate  this  both  local  blad- 
der instillation  and  systemic  use  of  enzyme 
preparations  have  been  employed  but  this  has 
been  unrewarding.  Some  authors  have  per- 
formed a “partial  transurethral  resection” 
during  the  cryosurgical  prostatectomy  but  this 
does  not  seem  to  influence  the  final  success 
rate.  Bladder  necrosis  has  occurred  and  is 
probably  secondary  to  probe  placement.  If  the 
probe  is  not  elevated  away  from  the  trigone, 
this  area  of  the  bladder  could  easily  become 
involved  in  the  freezing  process.  Similarly  the 
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dose  proximity  of  the  ureteral  orifices  to  the 
bladder  neck  could  result  in  their  necrosis. 
Incontinence,  hemorrhage,  bladder  perfora- 
tion, and  Gram  negative  sepsis  have  been  de- 
scribed as  postoperative  complications  and 
should  be  considered  in  all  patients  as  very 
real  possibilities.  Other  less  serious  complica- 
tions include  ejiididymitis,  penile  edema,  and 
stress  incontinence. 


2.  Jordan,  \V.  P„  Jr.,  Walker,  D„  Miller,  G.  H..  and 
Drylie,  D.  M.:  Gynecology  and  Obstetrics,  125:1265 
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4.  Hansen,  R.  I.,  I.und,  F.,  and  Becker,  O.  G.,  Uro- 
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5.  Ortved,  W.  E„  O Kelly,  F.  M.,  Todd,  I.  A.  D„  Max- 
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Summary 

I'he  experience  with  31  patients  undergoing 
cryosurgery  of  the  prostate  has  been  sum- 
marized. It  is  believed  that  cryostirgery  has 
added  another  dimension  to  prostatectomy.  It 
has  been  shown  to  be  an  ellective  procedtire 
btit  the  complication  factor  and  prolonged 
postoperative  cottrse  relegate  its  use  to  the 
poor-risk  patient  who  is  unable  to  tolerate  the 
insidt  of  anesthesia  and  the  conventional 
prostate  operations. 
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X'elcrans  .Xdministration  Hospital 


Medicare  by  M.D.  Assistants 


The  American  Metlical  Association  supports 
legislation  that  would  expand  the  circum- 
stances under  which  Medicare  payment  could 
lie  made  for  .services  of  physicians’  assistants. 

Payment  now  is  permitted  only  when  the  as- 
sistant performs  tlie  services  in  the  physicians' 
jtresence.  Under  an  amendment  olfered  in  the 
.Senate  to  H.R.l,  such  payment  would  be  al- 
lowetl  where  the  assistant  performs  the  ser- 
vices without  the  physician  being  present. 
1 lowever,  an  assistant  woukl  not  be  allowed 
to  })iactice  medicine  autonomously  or  without 
sujtervision  of  his  physician  employer. 

In  a letter  to  Senator  Gaylord  Nelson  (D- 
Wis.),  sponsor  of  the  physician’s  assistant 
amendment,  Ernest  B.  Howard,  M.D.  AMA 


executive  vice  president,  said:  “’\Ve  believe 
the  amendment  to  be  salutary.  1 he  AM.V  is 
fostering  the  de^■elopment  of  a|tpropriate  ]jio- 
grams  to  increase  the  number  of  physicians’ 
assistants.  Their  role  can  be  a valuable  one  in 
helping  to  meet  our  health  manpower  needs. 
In  rural  settings,  for  instance,  the  assistants 
may  .serve  in  communities  or  areas  removed 
from  the  physician’s  office.  The  Medex  pro- 
gram is  one  example  of  the  assistant  serving 
to  extend  the  physician’s  services  into  adjoin- 
ing areas,  ^\'hile  delineation  of  the  appropri- 
ate role  of  the  jdiysician’s  assistant,  as  well  as 
approjiriate  criteria  for  certification  are  now 
under  fonmdation,  and  many  programs  are  in 
the  development  stage,  we  believe  your 
amendment  will  jirovide  stimulus  to  the  ex- 
panding acceptance  of  these  programs.” 
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Some  thoughts  for  the  physician  before  he  cops  out 
on  these  problems. 


The  Adolescent  Patient  in 
the  Psychiatric  Hospitar 


Robert  S.  Garber,  M.D. /Belle  Mead 

Adolescence,  someone  has  written,  is  tough  on 
everybody.  It  is  tough  on  the  adolescent  him- 
self, on  his  family,  and  on  society.  I'he  diffi- 
culties that  every  adolescent  and  his  family 
have  to  cope  with  can  be  very  painful.  But 
how  much  more  painful  and  disconcerting  it 
is  for  everyone  concerned  when  there  is  need 
to  hospitalize  an  adolescent  for  psychiatric 
treatment. 

From  the  parent’s  point  of  view,  this  is  partic- 
ularly distressing.  He  sees  his  adolescent  son 
or  daughter  as  himself  reincarnated,  but  de- 
veloping in  a confused,  nonproductive,  nonre- 
sponsive  way.  The  psychiatrist  hopes  to  be- 
come involved  with  the  young  patient  in  such 
a way  that  he  will  help  provide  some  stability 
and  meaning  in  an  environment  that  has  be- 
come overwhelmingly  btirdensome.  Let  me  re- 
view briefly  some  of  the  kinds  of  problems 
and  illnesses  affecting  young  people  that  we 
in  psychiatry  are  seeing  these  days.  Diagnosti- 
cally, these  problems  run  the  complete  gamut: 
anxiety,  depression,  mania,  schizoid  and  schiz- 
ophrenic illness,  psychosomatic  disorders,  per- 
versions, alcoholism,  all  manner  of  drug 
abuse — dependence  and  addictions — and  be- 
havior disorders. 

Tension  and  anxiety  are  common.  AVhile  the 
adolescent  may  attribute  them  to  physical 
causes  or  to  external  pressures,  in  actuality, 
these  may  be  associated  with  a grim  and  unre- 
lenting attempt  to  measure  up  to  the  exces- 
sively high  standards  of  the  young  person’s 
ego  ideal  in  order  to  maintain  self-esteem.  If 
the  gap  between  personal  or  parental  stand- 


ards and  actual  perlormauce  is  too  great,  the 
residts  can  be  a depression.  Mood  changes, 
and  especially  depression,  are  also  likely  to 
follow  other  kinds  of  disappointments — in 
one’s  peers,  in  one’s  parents,  in  one’s  itleals. 
Bursts  of  vigorotis  and  even  violent  activity 
may  alternate  with  apparent  laziness  or  ina- 
bility to  work  or  study.  .\  very  common  sign 
of  aggression  turned  against  the  self  is  the 
high  atlolescent  sidcide  and  accident  rate 
from  the  combined  activity  and  self- 
punishment at  this  age. 

.Another  group  of  adolescents — ami  even  pre- 
adolescents, for  that  matter — seek  a solution  or 
an  escape  in  experiments  with  glue-sniffing, 
marijuana,  or  even  “hard”  drugs.  If  it  persists, 
this  leads  to  increasing  disengagement  from 
meaningful  relationships:  the  young  person 
tunes  himself  out.  He  tisually  rationalizes  his 
behavior  by  saying  it  is  a means  of  discovering 
his  real  self  and  the  trtie  meaning  of  life. 

Many  adolescents’  problems  reflect  disturb- 
ances Avithin  their  families.  I'or  the  jiainfid 
but  necessary  separation  of  adolescents  from 
their  nuclear  families  to  occur,  the  young  per- 
son has  to  give  up  some  of  his  dependency  on 
his  parents.  This  is  usually  done  by  the  angry 
rejection  of  the  parent  of  the  same  sex — often 
manifest  by  open  hostility  and  certainlv  by 
disenchantment  tvith  the  values,  attainments, 
and  restrictions  of  the  older  generation.  This, 
of  course,  sets  in  motion  a counter-reaction 
from  the  parents — partly  from  resentment  at 
being  challenged,  partly  because  the  rebelli- 
ous adolescent  evokes  the  conflicts  from  the 

•Delivered  at  the  Fifth  World  Congress  of  Psvchiatrv, 
December  3,  1971,  Mexico  City. 
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parents’  own  adolescence  mat  nad  long  been 
repressed.  It  is  for  this  reason  that  even  the 
best-intentioned  parents  often  find  it  difficult 
successfully  to  empathize  with  their  teen-age 
sons  and  daughters.  Indeed,  the  adult  commu- 
nity in  general  has  trouble  in  being  sympa- 
thetic, so  that  adolescents  are  more  commonly 
scapegoated  than  any  other  age  group.  Profes- 
sionals— and  here  I have  to  include  psychia- 
trists— are  not  immune  from  this.  The  adoles- 
cents’ preoccupation  with  themselves,  their 
burgeoning  sexuality,  and  especially  their  neg- 
ativism, cast  them  easily  into  the  scapegoat 
role.  Middle-aged  psychiatrists,  even  more 
than  middle-aged  parents  and  teachers,  cannot 
afford  the  understandable  irritability  and  im- 
patience that  beset  an  adult  challenged  by 
living  reminders  of  old  conflicts.  Santayana 
once  said  he  wouldn’t  mind  repeating  his 
youth  were  it  not  for  all  those  trap  doors! 

The  adolescent  psychiatric  patient  thus 
presents  problems,  regardless  of  how  we  con- 
ceptualize this.  Those  of  us  who  are  hospital 
psychiatrists  are  particularly  concerned  with 
such  problems  because  we  are  admitting  so 
many  more  adolescents  now  than  we  did  ten 
years  ago.  We  must  deal  with  runaways,  sex- 
ual acting-out,  drug  problems  including  the 
bringing  of  drugs  into  the  hospital,  negative 
encounters  with  adult  patients  who  are  some- 
times seen  as  parent  figures,  anti  social  and 
dissocial  behavior  patterns,  alcoholism,  de- 
pression, pre-psychotic  and  psychotic  behavi- 
ors, as  well  as  mixtures  of  these  behaviors.  We 
must  also  be  prepared  to  deal  both  medically 
and  psychologically  with  the  untoward  effects 
of  drugs  taken  prior  to  and  during  hospitali- 
zation. 

The  family  also  is  faced  with  problems  when 
a decision  is  made  to  hospitalize  an  adolescent 
member.  One  of  these  problems  is  just  accept- 
ing the  fact  that  their  offspring  is  deviant 
from  the  rest  of  society.  The  financial  prob- 
lem may  be  a major  one  if  the  family  does  not 
have  adequate  health  insurance  coverage  or 
other  resources.  Consideration  must  be  given 
to  the  amount  of  sacrificing  the  family  should 
undergo  for  one  child  if  there  are  other  chil- 
dren whose  future  is  a concern.  The  family 


must  also  give  some  thought  about  what  hos- 
pitalization can  be  expected  to  accomplish. 

Each  hospital  has  its  own  way  of  dealing  with 
the  problems  that  the  adolescent  presents.  I 
should  also  like  to  point  out  the  importance 
of  early  intervention  if  we  expect  to  achieve  a 
good  result.  The  psychiatrist  may  be  inclined 
to  postpone  the  decision  to  hospitalize,  but 
my  experience  suggests  that  delay  may  be 
harmful  to  the  patient. 

The  hospital  must  have  the  necessary  physical 
plant  to  deal  with  the  special  needs  of  the 
adolescent.  There  must  be  increased  rec- 
reational facilities,  and  there  must  be  class- 
rooms, for  education  should  be  continued  so 
that  the  young  person  can  keep  up  with  his 
age  mates  as  far  as  possible.  There  must  be 
suitable  meals  to  provide  the  necessary  energy 
that  the  adolescent  so  readily  burns  up. 

The  question  of  whether  adolescents  should 
be  housed  separately  or  housed  on  the  same 
wards  as  adult  patients  is  still  being  debated. 
The  adolescents’  frequent  anti-social  behavi- 
or— forming  ward  gangs,  destroying  property 
and  so  on— makes  the  problem  of  managing 
them  on  any  ward  very  troublesome.  Staff  ap- 
prehension on  an  adult  ward  is  relieved  when 
there  are  separate  facilities.  On  the  other 
hand,  mixing  adult  and  adolescent  patients 
on  the  same  wards  has  some  advantages  for 
both  the  staff  and  the  adolescent  himself.  Nor- 
ton,^ describing  an  inpatient  unit  in  Chicago 
that  mixes  children,  adolescents,  and  adults, 
cites  several  advantages  that  he  and  his  col- 
leagues have  observed  in  this  kind  of  arrange- 
ment. He  notes,  for  example,  that  the 
presence  of  adults,  even  though  they  may  be 
passive  and  inert,  often  acts  to  diminish  the 
aggressive  acting  out  of  the  adolescent  by  pre- 
venting contagion  and  circular  stimulation. 
Another  advantage  is  that  a mixed  unit  may 
help  to  remove  some  of  the  special  stigma  and 
feeling  of  desertion  the  adolescent  experiences 
when  he  is  hospitalized.  He  sees  adults  who 
are  parents,  teachers,  physicians,  and  so  forth — 
all  with  problems.  The  important  step  of  be- 
ginning to  be  able  to  forgive  the  parent  and 
recognize  him  as  a human  being  is  often  ex- 
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pressed  by  understanding  that  the  adult  room- 
mate is  not  really  evil  but  may  himself  be 
troubled. 

We  need  staff  members  with  whom  the  adoles- 
cent can  readily  and  willingly  identify.  There 
must  be  consistency,  within  the  staff,  in 
dealing  with  unacceptable  behavior.  A struc- 
tured therapeutic  community  whose  limits  are 
carefully  set  thus  forms  the  framework  within 
which  the  adolescent  can  learn  by  trial  and 
effort  successfully  to  relate  to  society. 

Parents  must  be  involved  in  the  treatment 
program.  Remember  that  one  day  the  patient 
will  leave  the  hospital  and  will  probably  re- 
turn to  his  previous  environment.  Steps  must 
be  taken  on  both  sides  of  the  fence  to  increase 
the  likelihood  that  the  illness  will  not  recur. 
The  parents  must  be  made  to  understand  that 
while  they  are  involved  in  the  patient’s  ill- 
ness, it  is  not  particularly  useful  or  necessary 
to  blame  themselves  for  it — that  the  child  has 
had  many  other  significant  influences  during 
his  life.  However,  they  must  also  realize  that 
for  a meaningful  change  to  occur  in  the  child, 
they  themselves  must  be  part  of  the  change. 
The  parents  should  also  be  taught  to  help 
alleviate  the  stresses  that  the  youngster  will 
encounter  in  the  future.  By  supporting  him  in 
his  realistic  endeavors  they  reduce  his  fears, 
and  by  helping  him  to  avoid  situations  that 
are  fraught  with  fear  and  anger  they  reduce 
the  stresses  on  him.  Middle-class  parents  often 
have  to  learn  how  to  restrain  their  social,  edu- 
cational, and  vocational  demands  on  their 
child.  By  reducing  the  pressures  on  him  they 
will  help  ease  his  own  demands  on  himself. 

Treatment  modalities  including  individual 
and  group  therapy,  drug  therapy,  and  electro- 
convulsive therapy  for  schizophrenic  and 
severe  depressive  disorders  should  be  avail- 
able. Occupational  therapy  should  be  expand- 
ed to  include  vocational  training  programs 
such  as  cooking,  electrical  appliance  repair, 
and  shop  work,  as  well  as  various  task- 
oriented  group  projects.  If  there  is  space  and 
manpower  available,  automotive  repair  work 
should  be  considered.  This  may  help  main- 
tain the  interest  level  of  the  young  “know-it- 


all”  who  will  pooh-pooh  the  ordinary  “artsie- 
craftsie”  type  programs.  Leather  skills,  if  they 
include  things  such  as  the  new-fashion  fringe 
bags,  can  excite  a whole  group  of  young  peo- 
ple. The  music  therapist  must  also  keep  in 
step  and  add  rock  and  soul  music  to  the  pro- 
grams and,  if  necessary,  have  separate  adult 
and  adolescent  sessions  so  that  neither  bug  the 
other.  Psychodrama  has  been  found  effective 
in  many  areas.  Role-playing  has  been  used  in 
conjunction  with  staff  and  patients  and  staff 
and  relatives  of  adolescents.  In  a hospital  in 
St.  Louis,  a workshop  on  “Communication 
with  Parents  and  Adolescents”  uses  role- 
playing  and  listening  to  tapes  of  their  own 
patterns  of  communication;  it  has  been  found 
helpful.  A number  of  hospitals,  with  the 
available  equipment,  have  utilized  video-tape 
technics  with  great  success. 

What  is  the  most  effective  way  of  dealing  with 
the  adolescent  and  his  problems?  I wish  I had 
some  tried-and-true  answers,  but  I do  not.  In 
the  hospital  setting  most  of  us  prefer  to  use 
psyclioanalytically-based  psychotherapy  rather 
than  orthodox  psychoanalysis,  rvhich  requires 
more  time  than  is  available  to  most  of  our 
patients. 

Rather  than  dwelling  on  the  past,  and  thus 
giving  the  adolescent  the  opportunity  to  use 
the  past  as  an  excuse  to  continue  his  irrespon- 
sible behavior,  we  believe  it  is  most  beneficial 
to  deal  in  the  here-and-now.  With  the  begin- 
ning of  psychotherapy,  the  therapist  attempts 
to  establish  contact  by  understanding  the 
meaning  of  the  patient’s  behavior  and  espe- 
cially of  his  defensive  maneuvers.  He  then 
interprets  these  maneuvers  in  terms  of  their 
current  unconscious  meaning  rather  than 
their  historical  context.  To  put  it  another 
way,  the  therapist  attempts  to  understand  the 
emotional  message  the  patient  is  trying  to 
convey  by  his  behavior;  then  he  reads  it  back 
to  him.  This  establishes  the  therapist’s  interest 
and  competence  and  tends  to  overcome  the 
adolescent’s  suspiciousness.  Masterson^  be- 
lieves that  the  cornerstone  of  all  therapy  with 
adolescents  is  telling  them  what  they  feel, 
rather  than  expecting  them  to  tell  you,  and 
then  responding  appropriately  to  the  patient's 
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response.  Since  the  messages  are  as  varied  as 
the  number  of  patients  tve  see,  the  therapeu- 
tic responses  also  vary.  They  include  interpre- 
tation of  the  unconscious,  direction,  support, 
limit  setting,  interference  with  parents,  de- 
structive beliavior,  and  interested  silence.  If 
the  therapy  is  successful  the  patient  will  learn 
that  he  can  fulfill  his  needs  by  behaving  in  a 
responsible  manner.  He  learns  that  he  is  able 
to  give  and  receive  love  and  that  once  he 
behaves  in  a responsible  manner,  he  will 
have — perhaps  for  the  first  time  in  his  life — a 
.sense  of  self-esteem. 

Aftercare  is  another  important  consideration. 
Thought  should  be  given  to  what  is  going  to 
happen  to  the  patient  when  he  is  discharged — 
as  soon  as  he  enters  the  hospital!  A detailed 
plan  must  be  formulated.  It  may  be  necessary 
to  be  in  contact  with  the  school  system  to 
arrange  for  reduced  or  special  educational 
programs  that  can  ease  the  anxieties  and 
stresses  of  the  patient.  In  some  situations  it 
may  be  considered  best  for  the  young  patient 
that  he  not  return  home.  Perhaps  living  with 
relatives  will  be  more  suitable,  or  placement 
in  a half-way  house  or  residential  school  can 
be  arranged.  Perhaps  tlie  kind  of  vocational 
program  begun  in  the  hospital  can  be  contin- 
ued. There  are  many  possibilities,  but  it  takes 
a specialized  staff  and  considerable  time  and 
effort  to  make  use  of  them  to  the  young  per- 
son’s best  advantage. 


The  problem  does  not  end  with  discharge 
from  the  hospital.  All  of  us — and  I mean  not 
only  the  parents  of  adolescents  and  the  pro- 
fessionals who  treat  them,  but  society  in  gener- 
al— must  learn  what  preventive  efforts  we  can 
undertake  to  ease  the  pressures  on  the  young 
and  enhance  the  quality  of  life  for  all  of  us. 
This  is  probably  one  of  the  greatest  chal- 
lenges that  faces  us  today.  We  must  make  the 
necessary  changes  in  areas  where  we  know 
change  is  needed.  And  as  each  new  generation 
is  exposed  to  new  problems  brought  about  by 
an  evolving  technology  and  other  influences, 
we  will  need  to  figure  out  not  only  how  to 
keep  abreast  but  to  try  to  move  a step  ahead. 

This  is  an  area  fraught  with  difficulty,  but 
also  with  great  challenge.  The  psychiatrist  can 
be  a participant-observer  in  a highly  personal 
adventure  in  self-realization.  This  experience 
can  provide  new  insights  for  the  examiner  as 
well  as  for  the  examined.  The  results  are 
sometimes  disheartening — other  times — far 
more  encouraging.  Yet  it  is  because  of  those 
little  gains  that  the  whole  undertaking  is  a 
very  rewarding  experience. 
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The  Carrier  Clinic 


FDA's  Use  of  Outside  Consultants 


The  use  of  non-Government  experts  as  con- 
sultants on  major  medical  judgments  reflects 
FDA’s  commitment  to  base  important  regula- 
tory decisions  on  the  best  available  scientific 
evidence. 

Fourteen  advisory  committees  made  up  of  112 
medical  experts  meet  regularly  wdth  FDA’s 
medical  staff  in  the  Bureau  of  Drugs  to  discuss 
important  issues.  Additional  committees  are 


now  being  formed.  The  over-all  direction  of 
the  Agency’s  regulation  of  prescription  and 
over-the-counter  drugs  is  influenced  by  a Na- 
tional Drug  Advisory  Council. 

These  committees  supplement  FDA’s  medical 
capabilities.  FDA  believes  that  the  use  of  out- 
side consultants,  combined  with  the  expertise 
of  FDA’s  own  physicians,  leads  to  sound  and 
well-balanced  medical  regulatory  actions. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product! 
useful  in  treatment  involvinj 
concomitant  use  of  two  or  more  drugs! 


Opinion 
Ui^ofiu^ 
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Doctor  of  Medicine 


Louis  Lasafjna,  M.D. 
Professor  and  Chairman 
Depart  ment  of 
Pharmacology  & Toxicology 
Uni\  ersity  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly'. 
Whether  it  makes  sense  to 
combine  medications  in  one 
Ijreparation,  he  it  cajisule, 
tablet,  or  liquid,  is  a cpies- 
tion  that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a jiroperly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  (losage  ratios  as 
well.  (>)mj)atibility  of  the 
formulation  shouhl  be  dem- 
onstrated m the  laboralors' 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
script ion— wb  ich  is  more 
than  can  usually  be  said  for 


the  [physician’s  own  s[Pon- 
taneous  creations.  And,  the 
dosage  ratios  em|)loyed  in 
rational  [precomipounderl 
combinations  are  designerl 
to  meet  the  neerls  of  suh- 
stantial  numbers  of  “ty[)i- 
cal"  [patients. 

There  is  no  doubt  that 
many  “atyipical  " [patients 
are  to  be  found,  and  for 
fhenp  the  [Prefahricated 
combination  must  be  re- 
jected. But  that  harfllv 
argues  for  eliminating  ra- 
tional comhinatioips  from 
the  market.  Think,  for  ex- 
am|ple,  of  the  problems  that 
would  arise  if  the  com[Po- 
nents  of  widely  acccpterl 
comhinaticpns,  like  the  oral 
contrace[Ptives  and  the  diu- 
retic-ant ihy[pertensives,  al- 
ways had  to  be  [prescribed. 
[Purchased  and  ingested 
separately'. 

One  disadvaiptage  that 
comes  to  mind  is  some  doc- 
t(prs’  unawareness  of  the 
ingredients  a given  comhin- 
ation  contains.  Fipr  ex- 
am[ple,  a doctor  might  know 
that  a [patient  is  allergic  t(P 
as[pirin  hut  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  (pnly  by  its 
trade  name,  contains  aspi- 
rin. His  [Prescription,  tlien, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  [Problem  is  a function 
of  [Physician  cflucation, 
rather  than  of  combination 
thera[py  as  such.  Im[pro\  ing 
doctors’  knowleflge  about 
all  medicaments  they  [pre- 
scribe is  a [Problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
slo[P|)iness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  [prcpve  to  be  the  mcpst 
«'ITecti\  e choice.  A gipod  ex- 


am[ple of  the  usefulness  of 
combinations  ap[pears  in  a 
recent  article  iip  the  Jour- 
nal oj  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihy[pertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  com[Pared.  Inter- 
estingly enough,  whether 
the  firugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  w'ere  the  same.  But 
bloipd  [Pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  t(P 
a fliscussion  of  w'ho  is  t(P 
determiipe  which  shovdd  be 
used  and  \\  hich  should  not. 
Kealistically,  I think  ccpm- 
binaticpns  should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished (Pr  new  and  untried. 

In  today’s  regulatory 
at m(ps[phere,  there  is  no 
[Possibility  of  a new  com- 
binati(pu  being  [Put  on  the 
market  withfput  a substan- 
tial amtpunt  of  acce|Ptable 
evideipce  in  the  form  of 
C(pntr(pllefl  trials  that  sIkpw 
it  t(p  be  safe  anfl  efficacious. 
On  the  (pther  hand,  I be- 
lieve a different  set  of 
standards  shcpuld  a[P|ply  t<p 
combi  nati  (PIP  |pre[pa  rati  (pips 
that  have  been  around  f(pr 
a fipipg  time.  In  other  wcprds, 
[Physician  acce[ptance  over 
a fipiPg  [peri(P(l  shtpuld  be 
given  s(pni('  weight  as  evi- 
dence (pf  the  efficacy  and 
safety  (pf  these  drugs. 

The  FD.A,  h(pwever.  dipes 
ip(pt  seem  tcp  share  this  at- 
titude. It  often  rec[uires, 
f(pr  tlu'se  (pider  [pnpducts. 
controlled  trials  that  will 
np(pip(p[p(plize  the  time  (pf  al- 
ready (P\ertired  in\estiga- 
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t(prs  and  cost  a greal 
of  money'.  I wish  we  c 
agree  on  a “grandfi 
clause  ” a[P|proach  to  prV 
rations  that  have  been  ii  • 
for  a number  of  years  4 
that  have  an  a[P|Pare  ; 
satisfactory  track  recipi, 
For  exanp[ple,  I t 
some  of  the  antihicptic 
binations  that  were  t 
oil  the  market  hy  the 
[perfcprmed  (|uite  well, 
thinking  [particular! 
penicillin  - stre[Ptoni 
c(pmhinati(pns  that  [pat 
— e.s[pecially  surgical 
ticnts  — W'ere  given  in 
injection.  This  made] 
less  discomfort  fcpr  the 
tient.  less  demamri 
nurses’  time,  and  fc  s 
(p[P|Portunities  f(pr  d(p  a 
errors.  To  take  su  | 
[pre[paration  (pff  the  mofi 
dcpesn  t seem  tcp  be  i 
medicine,  unless  actua* 
age  showed  a great  deal 
harm  from  the  injec  ■ 
(rather  than  the  pr  9 
use)  of  the  combinatio 
The  [Point  that  shou  K 
emphasized  is  that  1 1» 
are  both  raticpnal  and  > 
tional  combinations,  » 
real  question  is,  who  sh  Ii 
determine  which  is  wl 
Obviously,  the  FD.A.  il 
[play  a major  role  in  ik- 
ing this  determiipatioi  1| 
fact,  I don’t  think  it  li 
avoid  taking  the  ultiiili 
res|Ponsibility,  but  it  sh  Ii 
enlist  the  help  of  ou  K 
[phy'sicians  and  ex[Periil 
assessing  the  evidenceiH 
in  making  the  ultimatce 
cision. 


llverlisement 


One  of  aserie 


[Maker  of  Medicine 


hV.  Clarke  Wescoe.  .M.I). 

I’residont 
|U  inthrop  Laboratories 


two  medications  are 
ii  ed  effectively  to  treat  a 
rtain  condition,  and  it  is 
lown  that  they  are  com- 
itihle.  it  clearly  is  useful 
id  convenient  to  i)rovide 
em  in  one  dosage  form. 
I L would  make  no  sense,  in 
}‘ct  it  would  be  pedantic, 
insist  they  always  he 
escribed  separately.  To 
oid  the  appearance  of 
; dantry,  the  “expert"  de- 
! ies  the  combination  he- 
! use  it  is  a fixed  dosage 
hrm.  When  the  “expert" 
Ivokes  the  concept  of  fixed 
*|isage  form  he  obscures 
10  fact  that  single-ingre- 
]ent  pharmaceutical  prep- 
J ations  are  also  fixerl 
■sage  forms.  By  a singular 
mantic  exercise  lie  im- 
ies  a iiejorative  meaning 
ji  the  term  “fixed  dose" 
j|ily  when  he  uses  it  with 
: spect  to  combinations. 

I hat  is  ignored  is  the  sim- 
e fact  that  only  in  the 
rest  of  circumstances 
bes  any  physician  attempt 
titrate  an  exact  thera- 
I'utic  response  in  his  jia- 
mt.  It  is  quite  iiossihle 
j at  some  aches  and  iiains 
[ill  respond  to  500  mg.  of 
' pirin  yet  that  fact  does 
)t  militate  against  the  us- 
ii/  dose  being  650  mg. 

The  other  semantic  jiloy 
ten  called  into  iilay  is  to 
, ’scribe  a combination 
oduct  as  rational  or  irra- 
mal. 

Take  antibiotic  mixtures, 
e source  of  much  of  the 
iticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
he  exjiosed  willy-ni1l>'  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
.At  the  same  time  tlu>re  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  shoulfl  he. 

Tlu're  is  no  clear  defini- 
tion of  the  worfl  rational. 
Most  iiersons.  I supjiose. 
would  find  it  synonymous 
with  reasonable,  hut  in 
many  circumstances  it 
may  best  he  defined  as  the 
opinion  of  those  in  jiower 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achi(>ve 
convenience  in  iirescrihing, 
to  reduce  medication  error, 
anfl  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
meflications  to  he  taken, 
even  with  sophisticaterl  jia- 
t i e n t s . Wdi  e n m e f 1 i c a 1 1 y 
justifiefl,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  he 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  jiroducts  fex- 
cluding  oral  contrace|itives) 
among  the  200  most  jire- 
scrihed  drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  i>re- 
scrihed  separately,  the 
price  of  medicines  to  jia- 
tients  would  jumj)  by 
S443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
he  nonsensical  to  boost 
costs  without  clearlv  irre- 


futable medical  reasons. 

The  jiart  played  by  gov- 
ernment on  this  (luestion, 
of  course,  is  fundamental. 
The  FD.A  should  play  a 
role  in  fletermining  which 
combinations  are  reason- 
able. That  role,  as  definerl 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  dru.g  to  an- 
other floes  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  [irod- 
uct.  It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  confli- 
tions  and  to  fleny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  [irohlem  con- 
cerns the  efficacy  panel  flis- 
cussions  of  many  proflucts 
submitted  for  review.  The 
term  “effective,  hut"  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto. 
regardless  of  th(>  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeojiardv. 

In  reading  the  actual  re- 
ports of  the  review  iianels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  iianelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
jiroducts  into  a sort  of 
scientific  never-never  land. 

It  should  he  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
aflvances  in  therapy  are 
seddom  made  in  leaps  and 
hounds  hut  rather  by  small 
Iiainstaking  steps— and  that 
some  of  these  stejis  have  re- 
sulted  from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  jiatient 
resjionse,  this  is  hardly  sur- 
lirising  to  clinicians.  It 
shoidd  not  he  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  .Such  a decision 
should  not  he  made  exclu- 
sive! v by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  ]iroof  of  any 
liroduct's  effectiveness  is 
acceptance  by  phvsicians 
who  have  observed  its  ac- 
tions in  jiatients  over  time. 
The  corollary  statement 
may  he  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
th(>  relief  the  user  antici- 
Iiates.  That  th(>  antihista- 
mine in  a “cold”  remedy 
may  not  always  he  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^f^Dialogue 


What  is  your  opinion,  doctor? 

We  would  welcome  vour  comments. 


The  Pharmaceutical  .^lanulaclitrcrs  Association 
1155  Fifteenth  Street.  AMR,  \Vashinf<ton.  D.C.  20005 


MINOCIN’  made  the  difference  in  just  eight  days: 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  1 02°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None.^ 


Semisynthetic 

MINOQN 

MINOCYCLINE  HQ 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


Indications:  For  the  treatment  of  susceptible  infections; 
e.g.,  E.  coli,  D.  pneumoniae.  For  full  list  of  approved  indica- 
tions consult  labeling. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  develop- 
ment (last  half  of  pregnancy,  infancy  and  childhood  to  the 
age  of  8 years)  may  cause  permanent  discoloration  of  the 
teeth  (yellow-gray-brown).  This  is  more  common  during 
long-term  use  but  has  been  observed  following  repeated 
short-term  courses.  Enamel  hypoplasia  has  also  been  re- 
ported. Tetracyclines,  therefore,  should  not  be  used  in  this 
age  group  unless  other  drugs  are  not  likely  to  be  effective 
or  are  contraindicated.  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  use  lower  total  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Photosensitivity  manifested 
by  an  exaggerated  sunburn  reaction  has  also  been  observed 
in  some  individuals  taking  tetracyclines.  Advise  patients 
apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  that 
such  reaction  can  occur,  and  discontinue  treatment  at  first 
evidence  of  skin  erythema.  Studies  to  date  indicate  that 
photosensitivity  does  not  occur  with  MINOCIN  Minocycline 
HCI.  In  patients  with  significantly  impaired  renal  function, 
the  antianabolic  action  of  tetracycline  may  cause  an  increase 
in  BUN,  leading  to  azotemia,  hyperphosphatemia,  and  aci- 
dosis, CNS  side  effects  (lightheadedness,  dizziness,  vertigo) 
have  been  reported,  may  disappear  during  therapy,  and 
always  disappear  rapidly  when  drug  is  discontinued.  Caution 
patients  who  experience  these  symptoms  about  driving  vehi- 
cles or  using  hazardous  machinery  while  taking  this  drug. 
Pregnancy:  In  animal  studies,  tetracyclines  cross  the  pla- 
centa, are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of 
skeletal  development).  Embryotoxicity  has  been  noted  In 
animals  treated  early  in  pregnancy.  Safety  of  use  during 
human  pregnancy  has  nof  been  established.  Newborns,  in- 
lants  and  children:  All  tetracyclines  form  a stable  calcium 
complex  In  any  bone-forming  tissue.  Prematures,  given  oral 
doses  of  25  mg, /kg.  every  6 hours,  demonstrated  a decrease 


in  fibula  growth  rate,  reversible  when  drug  was  discontinued. 
Tetracyclines  are  present  in  the  milk  of  lactating  women  who 
are  taking  a drug  of  this  class. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Because  tetracyclines  have 
been  shown  to  depress  plasma  prothrombin  activity,  patients 
on  anticoagulant  therapy  may  require  downward  adjustment 
of  such  dosage.  Test  for  organ  system  dysfunction  (e.g., 
renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat  all 
Group  A beta  hemolytic  streptococcal  infections  for  at  least 
10  days.  Avoid  giving  tetracycline  in  conjunction  with  peni- 
cillin. 

Adverse  Reaction:  Gl:  (with  both  oral  and  parenteral  use): 
anorexia,  nausea,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular  and  erythematous 
rashes.  Exfoliative  dermatitis  (uncommon).  Photosensitivity 
is  discussed  above  ("Warnings”).  Renal  toxicity:  rise  in  BUN, 
dose-related  (see  "Warnings").  Hypersensitivity  reactions: 
urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid 
purpura,  pericarditis,  exacerbation  of  systemic  lupus  ery- 
thematosus. In  young  infants,  bulging  fontanels  have  been 
reported  following  full  therapeutic  dosage,  disappearing 
rapidly  when  drug  was  discontinued.  Blood:  hemolytic  ane- 
mia. thrombocytopenia,  neutropenia,  eosinophilia.  CNS:  (see 
"Warnings.")  When  given  in  high  doses,  tetracyclines  may 
produce  brown-black  microscopic  discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption:  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  absorption  of  MINOCIN  is  not  notably  influenced  by 
foods  and  dairy  products. 


‘Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracylines  are  not  the  drugs  of 
choice  In  the  treatment  of  any  staphylococcal  infection.  tCase  Report.  Clinical  Investigation  Department.  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  12-20  436-2 


Profiled  here  is  a capsular  summary  of  our  Slate's 
posture  in  the  field  of  graduate  education. 


The  New  Jersey  Story  in 
Continuing  Medical  Education^ 


James  A.  Rogers,  M.D./Paterson 

Seton  Hall  University  established  our  State’s 
first  medical  school,  in  1954.  It  lasted  until 
the  mid-60’s  at  which  time  the  State  of  New 
Jersey  took  over  and  changed  the  name  to  the 
New  Jersey  College  of  Medicine  and  Dentis- 
try. At  that  time,  Rutgers  Medical  School  was 
operating  in  New  Brunswick  as  a 2-year  medi- 
cal school.  Then  the  College  of  Medicine  and 
Dentistry  of  New  Jersey  was  established  with 
a single  Board  of  Trustees,  with  one  president 
and  a staff  to  administer  the  facilities  as  fol- 
lows: 

The  College  of  Medicine  and  Dentistry  of 
New  Jersey  comprises  four  schools  with  an 
enrollment  of  over  800  students,  most  of 
whom  are  New  Jersey  residents.  The  schools 
of  the  College  include: 

1.  Graduate  School  of  Biomedical  Sciences  at  Newark. 

2.  New  Jersey  Dental  School  at  Jersey  City. 

3.  Rutgers  Medical  School  at  Piscataway  Township 
(near  New  Brunswick) . 

4.  New  Jersey  Medical  School  in  Newark. 

The  other  major  divisions  of  the  College  in- 
clude two  primary  teaching  hospitals:  (1) 

Raritan  Valley  Hospital  in  Greenbrook  for 
the  Rutgers  Medical  School,  and  (2)  Mart- 
land  Hospital  in  Newark  for  the  New  Jersey 
Medical  School. 

The  Rutgers  Medical  School  occupies  a mod- 
ern medical  complex  on  the  Piscataway  cam- 
pus of  Rutgers,  the  State  University.  A new 
psychiatric  hospital  is  well  under  construction 
nearby  and  a teaching  hospital  is  contem- 
plated in  the  area.  Thus,  the  existence  of  any 
medical  school  facility  in  New  Jersey  is  less 


than  20  years  old.  Prior  to  this  time,  students 
of  New'  Jersey  could  get  medical  education 
only  outside  the  state. 

In  1911  the  Academy  of  Medicine  of  North- 
ern New  Jersey  was  formed  for  the  purpose  of 
postgraduate  education.  A w'ell-etjuippcd  li- 
brary w'as  also  established  and  located  in 
Newark.  The  library  was  popular  and  the 
Academy’s  facilities  w’ere  used  extensively  for 
postgraduate  education  by  New  Jersey  physi- 
cians who  also  availed  themselves  of  facilities 
in  other  areas  of  the  country  that  met  their 
demands. 

Since  World  War  II,  postgraduate  activity  in 
the  state  was  under  the  aegis  of  The  Medical 
Society  of  New  Jersey  and  its  component  sec- 
tions (the  county  societies),  the  North  Jersey 
Medical  Society,  the  New  Jersey  Osteopathic 
Society,  the  Academy  of  Medicine  and  the 
specialty  societies.  In  addition,  physicians 
have  availed  themselves  of  courses  given  by 
the  medical  schools  and  centers  offering  post 
graduate  education.  As  time  went  on,  hospi- 
tals and  medical  centers  of  the  state,  either 
alone,  or  in  association  with  specialty  soci- 
eties, or  the  Academy  of  Medicine,  increased 
their  postgraduate  education  activities  rapid- 
ly. There  w'as  ample  evidence  that  opportuni- 
ties for  postgraduate  education  have  been 
available  to  all  physicians  of  this  state  W'ho 
sought  them. 

The  Council  on  Continuing  Medical  Educa- 


•Delivcred  on  .April  26.  1972  at  the  Officers’  Confer- 
ence, Pennsylvania  Medical  Society,  Camp  Hill,  Penn- 
sylvania. Dr.  Rogers  is  First  Vice-President  and  chair- 
man of  the  Committee  on  Medical  Education  of  The 
Medical  Society  of  New  Jersey. 
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tion  of  the  Xew  Jersey  Regional  Medical  Pro- 
gram was  cognizant  of  the  changing  patterns 
of  continuing  education,  which  are  as  follows: 

(1)  In  the  past  three  decades,  man  has  gained  a con- 
siderable amount  of  new  scientific  and  technical  knowl- 
edge. This  applies  notably  to  medical  science.  Medical 
educators  must  constantly  revise  the  curriculum  in 
the  medical  schools  and  adapt  the  teaching  of  students 
to  the  present  needs  of  health  care  delivery. 

(2)  Medical  educators  now  feel  that  their  respon- 
sibility to  the  student  continues  even  after  graduation, 
and  it  is  the  obligation  of  the  medical  school  to  con- 
tinue with  postdoctoral  education  activities.  Of  the 
medical  schools  now  in  the  United  States,  about  70 
have  Departments  of  Postgraduate  or  Continuing 
Medical  Education. 

(3)  The  Council  on  Education  of  the  American 
Medical  Association  in  1940  alerted  hospitals  and 
physicians  to  the  importance  of  continuing  medical 
education.  Some  hospitals  quickly  established  such 
activities. 

(4)  Eollowing  ^Vorld  ^V'ar  II,  many  returning  veter- 
ans took  refresher  courses  before  re-entering  practice. 
In  1968-1969  there  were  1.922  such  courses  listed 
(AMA)  . Today  there  are  over  2,300.  It  is  important 
to  note  that  the  economic  compensation  of  interns  and 
residents  has  improved  markedly  in  the  past  ten  years 
so  that  they  could  continue  postdoctoral  residencies 
and  fellowships. 

(5)  The  concept  of  the  general  hospital  as  we  know 
it  has  changed  to  that  of  a medical  center.  Its  new 
goal  is  that  of  delivering  total  health  care  to  the  en- 
tire community.  This  was  brought  about  by  the 
people’s  new  belief  that  health  care  is  a right.  The 
establishment  of  Departments  of  Continuing  Medical 
Education  at  hospitals  and  medical  centers  is  now  con- 
sidered essential. 

(6)  Interest  in  continuing  medical  education  is  shared 
by  all  concerned  with  the  delivery  of  better  health 
care.  Circumstances  present  in  New  Jersey  regarding 
hospitals,  their  medical  staffs,  and  the  medical  schools 
prompted  the  need  to  determine  the  status  of  con- 
tinuing medical  education  as  it  existed  in  New 
Jersey. 

It  was  their  wish  to  oljtaiii  information  re- 
garding the  present  status  of  this  discipline 
in  New  Jersey.  Furthermore,  it  appeared 
necessary  to  determine  the  role  of  the  com- 
munity hospital  as  an  institution  of  learjiing, 
and  as  a source  of  personnel  for  teaching. 

f hrough  the  efforts  of  the  New  Jersey 
Regional  Medical  Program,  a survey  of  con- 
tiiuting  medical  education  was  conducted  in 
1969.  From  this  survey  it  was  evident  that 
hospitals  with  less  than  two  hundred  beds 
each  had  minimal  educational  enterprises.  In- 
termediate-sized hospitals  had  medical  staffs 
wlio  recognized  the  need  for  concerted  efforts 
to  keep  abreast  with  major  developments  in 


practice,  and  with  some  direction  and  sup- 
port, their  present  programs  could  be  en- 
hanced. The  larger  hospitals  had  programs 
which  should  be  expanded  so  that  they  serve 
as  models. 

An  analysis  of  the  data  disclosed  the  following 
salient  features: 

(1)  Manv  hospitals  are  now  becoming  medical  centers 
witli  more  involvement  in  community  health  care. 

(2)  There  was  an  increasing  number  of  hospitals  that 
were  supporting  family  practice  programs. 

(3)  There  was  an  attempt  to  provide  good  medical 
care  to  all  patients  in  the  area. 

(4)  There  was  an  interest  on  the  part  of  hospitals 
lacking  departments  of  continuing  medical  education 
to  establish  such  disciplines. 

(5)  In  allocating  funds  for  continuing  medical  educa- 
tion, hospital  boards  were  often  not  given  adequate 
support. 

(6)  There  was  an  increasing  interest  of  the  medical 
staffs  of  all  the  hospitals  in  continuing  medical  educa- 
tion. 

(7)  An  increasing  number  of  hospitals  were  seeking 
Directors  of  Medical  Education. 

(8)  Attempts  were  under  way  to  obtain  participation 
and  involvement  on  the  part  of  the  medical  staff  in 
teaching  programs. 

(9)  Efforts  were  being  made  to  increase  the  geographic 
distribution  of  full-time  physicians  in  the  larger  hos- 
pitals. 

(10)  A need  existed  for  experienced  educators  in 
medicine  to  direct  such  programs  in  community  hos- 
pitals. 

(11)  Great  variation  in  attendance  and  response  on 
the  part  of  physicians  was  traced  to  the  lack  of  ade- 
quate description  and  elaboration  reflecting  the  qual- 
ity of  the  programs  offered. 

(12)  On  a statewide  basis  there  was  little  coordination 
and  organization  of  educational  programs. 

(13)  Prior  to  this  time  existing  medical  schools  in  our 
state  did  not  have  any  Office  of  Continuing  Medical 
Education. 

(14)  The  replacement  of  the  solo  practitioner  by 
physicians  in  group  practice  was  rapidly  expanding, 
especially  among  younger  physicians. 

(15)  Circumstances  produced  the  diminution  of  ac- 
tivities of  many  county  medical  societies  in  a con- 
tinuing medical  education. 

(16)  The  concern  of  the  community  for  good  medical 
care  at  a fair  cost. 

(17)  The  growing  influence  of  governmental  directives 
in  the  practice  of  medicine. 
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(18)  The  progressive  involvement  of  a third  party  in 
compensation  and  insurance  practice. 

(19)  Problems  of  accreditation,  relicensure  and  re- 
certification are  rapidly  offering  threats  and  oppor- 
tunities. 

In  addition  to  the  educational  eflorts  emana- 
ting from  local  hospitals,  numerous  courses 
and  lectures  are  offered  by  specialty  societies, 
health  organizations,  medical  centers  through- 
out the  United  States.  In  many  instances,  an 
adequate  description  of  the  course  was  lack- 
ing, and,  not  infrequently,  courses  on  similar 
subjects  were  scheduled  in  the  same  area  and 
at  the  same  time  by  different  groups.  More 
attention  should  be  given  to  the  .selection  of 
courses  and  to  quality  and  scheduling  to  meet 
the  needs  of  the  medical  staff  of  the  hospital. 

The  single  greatest  obstacle  preventing  the 
physician  from  engaging  more  deeply  in  a 
continuing  education  program  was  time. 
Aside  from  long  working  hours  reducing  at- 
tendance at  such  scientific  meetings,  family 
responsibilities  and  the  need  for  some  person- 
al relaxation,  seldom  were  personnel  available 
for  adequate  coverage  of  his  practice. 

About  25  per  cent  of  the  general  hospitals  of 
New  Jersey  have  directors  of  medical  educa- 
tion, who  were  primarily  concerned  with  in- 
terns’ and  residents’ education.  It  is  mandatory 
that  this  educational  activity  encompass  con- 
tinuing medical  education  for  the  entire  staff. 
In  many  instances,  this  has  been  done.  Some 
of  these  departments  of  education  could  well 
serve  as  models  for  the  development  of  com- 
parable departments  in  the  remaining  75  per 
cent  of  the  hospitals  in  our  state.  Many  insti- 
tutions need  help  in  developing  programs  in 
continuing  medical  education.  It  is  not  ex- 
pected that  small  hospitals  undertake  such  a 
project  alone,  but  that  they  unite  with  other 
hospitals  of  the  region  in  this  joint  endeavor. 
Great  interest  has  been  expressed  by  many 
hospitals  in  establishing  such  departments. 

When  the  determination  on  the  part  of  these 
hospitals  to  establish  such  departments,  and 
candidates  for  Directors  of  Medical  Education 
have  been  selected,  then  a program  instruct- 
ing them  must  be  arranged.  Experienced  di- 


rectors of  medical  education,  along  with  the 
Office  of  Gontinuing  Medical  Education  of 
New  Jersey,  must  plan  a curricidum  for  such 
courses,  undertake  the  instruction,  and  later 
act  as  consultants.  full-time  director  of 
medical  education  could  organize  and  direct  a 
medical  staff  serving  250  to  300  beds  or  more. 

(1)  The  basic  unit  in  the  plan  shoidd  be  a 
community  hospital  of  250  to  300  beds  or 
more,  or  smaller  hospitals  in  close  proximity 
sharing  activities.  Each  unit  needs  a di- 
rector of  medical  education  to  direct  and  to 
organize  the  educational  programs.  A faculty 
will  be  formed  consisting  of  knowledgeable 
and  interested  physicians  on  the  medical  staff. 
The  curriculum  at  the  basic  unit  must  in- 
clude topics  of  broad  medical  interests.  Needs 
as  demonstrated  by  the  medical  audit  must 
be  stressed.  .Advances  in  basic  sciences  as  re- 
lated to  disease,  and  advances  in  diagnosis 
and  treatment,  as  well  as  other  problems  at 
the  basic  unit  of  interest  to  all  members  of 
the  staff  must  be  included.  Educational  ac- 
tivities of  the  basic  unit  should  be  primarily 
intramural,  and  the  educational  endeavors 
must  be  open  to  all  physicians. 

In  conjunction  with  neighboring  basic  units 
(hospitals)  in  the  area,  and  in  an  extramural 
fashion,  the  directors  of  medical  education 
should  jointly  arrange  curricula  of  interest  for 
the  physicians  of  the  entire  community.  These 
efforts  should  be  planned  so  as  not  to  inter- 
fere with  or  cause  duplication  with  intramur- 
al programs. 

(2)  The  intermediate  U7iit  in  the  plan  will 
involve  all  of  the  specialty  societies,  and  the 
voluntary  health  organization  along  with  the 
Academy  of  Medicine,  to  arrange  programs 
on  a regional  basis. 

(3)  An  Office  of  Continuing  Medical  Educa- 
tion of  New  Jersey  is  being  established  to 
coordinate  and  supervise  the  entire  plan,  to 
cooperate  with  the  intermediate  unit  (Acade- 
my of  Medicine,  voluntary  health  organiza- 
tion, and  specialty  societies)  as  well  as  with 
the  basic  units  throughout  the  state.  The 
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inedital  school  laculiy  and  the  specialty  socie- 
ties can  supply  (when  requested  and  as  need- 
ed) expert  medical  talent  to  the  basic  unit,  to 
act  as  visiting  teachers,  to  take  part  in  clinical 
])aihological  conferences,  in  grand  rounds, 
and  in  portions  of  the  teaching  programs.  In 
this  manner,  the  medical  staff  of  the  basic 
unit  could  be  stimulated  with  other  view- 


points in  medical  care.  Liaison  between  the 
Office  of  Continuing  Medical  Education  and 
the  basic  units  will  be  through  the  Directors 
of  Medical  Education.  The  intermediate  unit 
will  also  have  a liaison  with  the  Office  of 
Continuing  Medical  Education  for  purposes 
of  coordination,  supervision,  and  evaluation 
of  programs. 


.'546  East  34th  Street 


To  Save  Your  Baby's  Life 


Newark’s  infant  death  rale  is  the  highest  in 
the  country.  Appalled  by  the  astoundingly 
high  rate  of  infant  mortality  in  Newark,  the 
New  Jersey  Medical  School,  in  collaboration 
with  five  Newark  hospitals,  has  published  an 
instructional  brochure,  entitled  How  to  Save 
Your  Baby’s  Life,  that  will  be  given  to  every 
w'oman  giving  birth  at  these  hospitals. 

Prepared  by  the  Departments  of  Preventive 
Medicine  and  Community  Health,  and  Pedia- 
trics and  Obstetrics  and  Gynecology  of  the 
College  of  Medicine  and  Dentistry  of  New 
Jersey — New  Jersey  Medical  School,  the  flyer 
is  designed  to  prevent  infant  deaths  occurring 
during  the  first  year  of  life. 

ITie  project,  which  was  funded  in  part 
through  a grant  from  the  Englehard  Founda- 
tion, was  undertaken  as  the  result  of  a study 
at  the  college  by  Ann  Browder,  M.D.,  in  coop- 
eration with  the  Newark  Division  of  Health. 
Statistics  showed  a 34.6  per  cent  mortality  rate 
in  1971  or  “double  the  national  average.”  Un- 
like other  major  cities,  Newark  has  shown  no 
decline  over  the  last  few  years  in  the  death 
rate  among  infants  under  one  year  of  age. 

Newark’s  death  rate,  highest  in  the  country, 
was  due  mostly  to  premature  births  though 
one-(juarier  of  the  deaths  were  due  to  acci- 
dents and  sickness  in  the  home.  It  is  these 
deaths  the  brochure  is  designed  to  prevent. 

The  four-page  flyer,  printed  in  English,  Span- 
ish, and  Portuguese,  is  aimed  at  educating 


families  to  guard  against  accidents  to  the  in- 
fant and,  when  appropriate,  to  “see  the  doc- 
tor immediately,”  before  sickness  becomes  so 
severe  that  medical  treatment  is  ineffective.  It 
lists  phone  numbers  to  call  for  the  location  of 
the  nearest  community  Keep  Well  Station. 

Said  Franklin  C.  Behrle,  M.D.,  chief  of  pedia- 
trics at  the  medical  school,  “too  many  infants 
in  Newark  come  to  the  hospital  virtually 
moribund  from  pneumonia  or  intestinal  in- 
fections. If  we  or  private  physicians  see  these 
infants  early  in  their  disease,  we  can  almost 
always  cure  them.”  Donald  B.  Louria,  M.D., 
head  of  the  Department  of  Preventive  Medi- 
cine and  Community  Health,  explained  that 
“we  have  deliberately  settled  in  one  of  the 
most  deprived  areas  of  the  city  and  pledged 
ourselves  to  dehne  the  major  health  problems 
and  then  inter\'ene.  Infant  mortality  in 
Newark  is  certainly  one  of  those  problems.” 

For  two  years  Dr.  Browder  studied  each  in- 
fant death  in  Newark  and  a matched  normal 
birth.  From  this  study  she  concluded  that 
many  infant  deaths  occurred  after  the  mother 
and  child  left  the  hospital.  These  should  be 
preventable. 

Hospitals  disseminating  the  flyers  are  Mart- 
land,  Beth  Israel  Medical  Center,  St.  Mi- 
chael’s Medical  Center,  United  Hospitals,  and 
St.  James  Hospital.  It  will  also  be  available,  on 
ret|uest,  from  the  Department  of  Preventive 
Medicine  and  Community  Health,  at  the  Col- 
lege, 100  Bergen  Street,  Netvark  07103. 
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NEW  JERSEY  DOCTORS’  NOTEBOOK 


Trustees'  Minutes 

December  17,  1972 

A regular  meeting  ol  the  Board  of  Trustees 
was  held  on  December  17,  1972,  at  the  Execu- 
tive Office  in  I'renton.  Detailed  minutes  are 
on  file  with  the  secretary  of  your  county  medi- 
cal society.  A summary  of  the  significant  ac- 
tions follows: 

CMDXI  . . . .\ccepted  a report  from  the 
President  of  CMDNJ,  Stanley  S.  Bergen, 
M.D.,  on  developments  in  the  College,  which 
included  a notation  that  the  Hunterdon  Pub- 
lic Health  Foundation  had  provided  a grant 
for  the  staff  needed  by  the  Task  Force  on 
Graduate  Education  (to  be  known  as  an  advi- 
sory committee) , whose  activities  are  directed 
to  recruiting  .American  interns  and  residents 
to  the  State  of  New  Jersey. 

AMA  Congress  on  Medical  Education  . . . 
.Authorized  James  A.  Rogers,  M.D.,  Chairman 
of  the  Committee  on  Medical  Education,  to 
attend  (with  expenses  paid)  the  69th  .Annual 
Congress  on  Medical  Education,  February  9 
to  1 1 in  Chicago. 

Unified  Credit  Plan  for  AMA-ERF  Contribu- 
tions . . . Approved  a request  (and  directed 
that  the  AMA  be  so  notified)  from  MSNJ’s 
Woman’s  Auxiliary  that  the  Board  establish 
(so  as  to  give  the  Auxiliary  credit  on  the 
National  Auxiliary  .AAEA-ERF  annual  proj- 
ect) a unified  credit  plan  for  all  AM.A-ERF 
contributions  from  physicians,  auxiliary  mem- 
bers, local  medical  societies,  laymen,  or  others. 

Electronically  Controlled  Wheelchairs  . . . Re- 
cei\ed  a report  from  Legal  Counsel  that  the 
Department  of  Health  has  been  apprised  of 
the  Board’s  objection  to  a proposed  regula- 
tion concerning  the  sale  of  electronically  con- 
trolled wheelchairs,  unless  the  regulation 
provides  that  the  obligation  to  instruct  and 
train  purchasers  of  the  wheelchairs  is  placed 
on  the  seller. 


Xational  Blue  Cross  Association  . . . Directed 
that  the  .Assistant  Executive  Director  rejily  to 
the  National  Blue  Cross  .Association’s  request 
that  MSNJ  support  their  position  that  pri- 
mary coverage  for  auto  accident  victims  should 
be  by  health  care  insurance  carriers  rather 
than  by  automobile  insurers,  reflecting  the  de- 
cision of  the  Committee  on  Medical  Defense 
and  Insurance  not  to  endorse  the  concept 
proposed  l)y  the  .Association  on  the  basis  that 
the  individual  purchaser  of  medical  insurance 
should  have  the  privilege  of  deciding  where 
he  wishes  to  place  his  insurance  and  that  the 
proposal  would  not  be  in  the  public  interest. 

MSXJ  Life  Plan — Supplemental  Insurance  . . . 
.Approved  the  following  recommendation 
from  the  Committee  on  Medical  Defense  and 
Insurance: 

That  The  Medical  Society  of  New  Jersey  make  avail- 
able to  its  members  a supplemental  life  insurance 
program  providing  an  additional  $100,000  coverage  as 
offered  by  Bankers  Life  Company  of  Des  Moines,  Iowa, 
through  the  E.  & W.  Blanksteen  .Agency,  Inc, 

Overhead  Expense  Policy  . . . .Approved  the 
following  recommendation  from  the  Commit- 
tee on  Medical  Defense  and  Insurance: 

That  the  Board  of  Trustees  a]iprove  the  establish- 
ment of  a Professional  Overhead  Expense  Policy  to 
be  offered  to  members  of  MS.\J  as  proposed  by  the 
E.  & W,  Blanksteen  Agency,  Inc,,  and  underwritten  by 
the  National  Casualty  Company  of  Detroit,  Michigan. 

Xo-Fault  Professional  Liability  Insurance  . . . 
.Approved  with  commendation  the  report  on 
the  feasibility  of  no-fault  professional  liability 
insurance  prepared  by  the  .Assistant  Executive 
Director  (sec  page  1 19  this  issue,  for  complete 
report)  . 

Survey  Fee  for  Continuing  Medical  Education 
Programs  . . . .Approted  the  following  recom- 
mentlation  from  the  Committee  on  Medical 
Education: 

That  The  Medical  .Societv  of  New  jersev  charge  an 
application  fee  of  $23  (for  survey  of  txtntinuing  medi- 
cal education  programs  in  hospitals)  and  that  .MSNJ 
underwrite  the  incidental  expense's  of  the  sur\e\  team 
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for  on  site  inspections,  (italics  indicate  Board  amend- 
ment) 

Certification  in  Continuing  Medical  Educa- 
tion— Proposed  Bylaw  Amendment  . . . Direct- 
ed that  the  following  proposed  amendment  to 
the  Bylaws  of  MSNJ  be  transmitted  in  writing 
to  the  Secretai7  of  the  Society  to  initiate  the 
process  set  forth  under  the  requirements  for 
amendments  to  the  Constitution  and  Bylaws: 

Bylaws,  Chapter  XI— Component  Societies,  Section  2 
—Qualifications  of  Members: 

(e)  In  order  to  retain  active  membership  in  this  So- 
ciety, the  member  mtist  hold  a current  Certificate  in 
Continuing  Medical  Education  from  MSNJ’s  Com- 
mittee on  Medical  Education.  This  program  is  to  be 
administered  bv  the  Committee  on  Medical  Edtication 
in  accordance  with  policy'  approved  by  tbe  Board  of 
Trustees.  I'he  Committee  oti  Medical  Education  may, 
with  the  approval  of  the  Board  of  Trustees,  and  for 
gtKKl  cause  shown,  grant  specific  exemptions  to  this 
subsection.  (Italics  indicate  Board  amendments.) 

Medical  Education — Staffing  . . . Approved  the 
following  recommendation  from  the  Commit- 
tee on  Medical  Education: 

That  the  Board  of  Trustees  authorize  the  employment 
of  a stag  secretary  to  work  primarily  on  the  Piogram 
on  Continuing  Medical  Eclucation.  (italics  indicate 
board  amendments) 

AMA  Clinical  Convention  . . . Approved  the 
following  report  of  the  New  Jersey  Delegation 
to  the  1972  .\M.\  Clinical  Convention: 

The  26th  Clitiical  Convention  of  the  American 
Medical  Association  was  held  in  Cincinnati  from 
November  26  through  November  29.  The  House  met 
for  a total  of  8 hours  and  55  minutes  and  took  action 
on  59  reports  and  65  resolutions.  Total  registration 
was  5.291.  This  figure  incltides  2.214  M.D.’s,  137 
medical  students,  147  R.N.’s,  and  93  allied  health 
professionals. 

The  Medical  .Society  of  New  Jersey  was  represented 
by  six  ticlegatcs.  Doctors  George  E.  Benz,  Joseph  P. 
Donnelly,  and  Frank  J.  Hughes,  elected  delegates 
were  jnesent  and  ])articipating.  Serving  to  complete 
our  delegation  strength  were  Doctors  Nicholas  A. 
Bertha,  Joseph  R.  Jehl,  and  Robert  E.  Verdon.  Doctor 
Hughes  was  a member  of  Reference  Committee  H. 
.Miernate  Delegates  Louis  F.  .Albright,  M.D.,  and 
Etnanuel  M.  Satulsky,  MI),  also  attended  and  took 
part  in  House  and  reference  committee  activities.  .Also 
presetii  as  official  representatives  of  MSN[  and  in 
attendance  at  sessions  of  the  House  and  its  reference 
committees  were  William  J.  D'Elia,  M.D.,  President; 
Matthew  E.  Boylan,  M.D.,  President-Elect;  Richard  I. 
Nevin,  Executive  Director;  and  Vincent  .A.  Maressa, 
.A.ssistant  Exectitive  Director. 

At  the  first  session  of  the  House  of  Delegates  on 
■Sunday,  November  26,  the  New  Jersey  Delegation  in- 
troduced a mtnnorial  resolution  in  honor  of  Luke  A. 
Mulligan,  M.D  , who  died  on  October  26.  Doctor 


Robert  E.  Verdon  read  the  memorial  resolution  in  the 
House  of  Delegates.  It  follows: 

Whereas,  suddenly  on  October  26,  1972,  Luke  A. 
Mulligan,  M.D.  was  summoned  from  otir  midst;  and 

Whereas,  by  his  high  character  and  exemplary  life 
both  as  a man  and  as  an  outstanding  member  of  the 
medical  profession.  Doctor  Mulligan  was  ever  a model 
to  his  colleagues  and  a genuine  inspiration  to  all  who 
knew  him;  and 

Whereas,  since  1963  Doctor  Mulligan  served  with 
distinction  as  a member  of  this  House;  and 

Whereas,  his  death  imposes  a heavy  and  sorrowful 
loss  upon  Medicine  and  the  people  whom  he  so  ably 
sened;  now  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Amer- 
ican Medical  .Association  records  its  grief  at  the  pass- 
itig  of  Doctor  Mulligan  and  extends  sincere  condol- 
ences to  his  bereaved  widow. 

.At  its  first  caucus,  the  Delegation  considered  the 
entire  content  of  the  Handbook  of  the  House  of 
Delegates  for  the  Clinical  Convention  on  the  basis  of 
studious  analyses  presented  by  delegates  and  alternates, 
concerning  specific  sections  previously  assigned  for 
their  study.  In  furtherance  and  support  of  positions 
and  points  of  view  agreed  upon  concerning  all  reports 
and  resolutions  before  the  House,  members  of  the 
New  Jersey  Delegation  were  assigned  to  reference 
committees  as  follows:  Amendments  to  Constitution 
and  Bvlaws  . . . Doctor  Bertha  and  Mr.  Maressa; 
Reference  Clommittce  .A  . . . Doctors  Benz  and  Don- 
nelly; Reference  Committee  B . . . Doctor  Jehl;  Refer- 
ence Committee  C . . . Doctors  .Albright  and  D’Elia; 
Reference  Committee  D . . . Doctor  Verdon;  Reference 
Cotnmittee  F.  . . . Doctor  .Satulsky;  Reference  Commit- 
tee F . . . Doctor  Bovlati;  Reference  Committee  G . . . 
Mr.  Nevin;  Reference  Committee  H . . . Doctor 
Hughes. 

.Among  its  significant  actions,  the  House: 

. . . Adopted  Report  Z of  the  Board  of  Trustees 
and  the  Council  on  Medical  Service  and  decided  that, 
in  view  of  the  adoption  of  P.L.  92-603  (HR  1)  , the 
.AM.A  “should  provide  a dominant  role  of  leadership 
in  the  implementation  of  the  PSRO  program,  to  as- 
sure that  the  best  interests  of  the  public  and  the  pro- 
fession are  preserved.” 

An  .AM.A  .Advisory  Committee  on  Professional 
Standards  Review  will  be  created  by  the  Board  of 
Trustees.  It  will  include  members  of  the  Board  and 
of  the  Council  on  Medical  Service.  In  addition,  the 
Board  may  invite  other  appropriate  organizations  to 
participate.  Among  responsibilities  assigned  to  the 
new  Committee  are  these: 

1)  To  provide  input  from  the  medical  profession 
in  the  development  of  rttles  and  regulations  which 
will  govern  the  PSRO  program. 

2)  To  assist  state  medical  associations,  or  state 
medical  associations  in  concert  with  county  societies, 
in  developing  PSRO’s  and  to  recommend  structures 
and  operating  mechanisms  for  such  organizations. 

3)  To  aid  in  defining  appropriate  geographic 
boundaries  for  PSRO’s,  especially  where  more  than 
one  state  may  be  involved. 

4)  To  develop  and  distribute  information  about 
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P.L.  92-603  to  constituent  societies;  monitor  the  effect 
of  PSRO  on  medical  care,  and  report  to  each  future 
House  session;  and  to  instruct  the  House  and  state 
societies  on  procedures  to  follow  "whenever  rules  and 
regulations  interpreting  the  law  and  published  in  the 
Federal  Register  seem  to  be  contrary  to  the  spirit  of 
tlie  law  as  written." 

. . . Approved  budget-cutting  action  recently  taken 
by  the  Board  of  Trustees,  including  the  termination 
of  four  councils  and  six  committees  and  the  making 
of  specialty  journals  available  on  subscription  only. 
Starting  January  9,  1973  Prism,  the  AM.A’s  new  socio- 
economic publication,  will  be  sent  as  a benefit  of 
membership,  along  with  JAMA. 

. . . House  members  balloted  on  the  question  of 
duration  of  terms  of  office  for  AM.A  Board  members. 
At  present,  trustees  serve  3-ycar  terms,  with  a max- 
imum of  3 terms— 89  delegates  voted  to  continue  this 
policy;  128  voted  for  a maximum  of  two  3-year  terms; 
14  voted  for  two  4-year  terms;  and  6 voted  for  a 
single  6-year  term.  The  matter  was  referred  to  the 
Council  on  Constitution  and  Bylaws  for  study  and 
possible  recommendations. 

. . . Adopted  Report  N of  the  Board  of  Trustees, 
dealing  with  new  federal  regulations  regarding  collec- 
tion and  distribution  of  blood.  Among  recommenda- 
tions to  be  given  to  a federal  panel  on  blood-banking 
are:  that  operating  standards  of  the  American  Asso- 
ciation of  Blood  Banks  and  the  American  Red  Cross 
be  recognized  and  accepted;  that  physicians  be  repre- 
sented on  any  national  panel  set  up  to  advise  on 
procurement  or  use  of  blood;  and  that  programs  to 
increase  voluntary  blood  donations  be  encouraged. 

. . . Set  AMA  dues  for  student  AMA  members  at 

. 

. . . Rejected  a proposal  that  the  AM.\  president 
also  be  chairman  of  the  Board  of  Trustees. 

. . . Defined  the  primary  care  physician  as  follows: 
physician  assumes  the  role  of  a primary  care 
physician  when  the  patient  depends  on  him  for  the 
initial  access  to  and  for  the  provision  and  over-all 
management  of  his  medical  care.  The  same  physician 
may  not  invariably  continue  in  this  role,  but,  by  re- 
ferral, another  physician  may  assume  it.  In  any  specific 
health  matter,  the  particular  physician  who  accepts  a 
patient  for  primary  care  should  assume  continuing 
supervision  of  that  care.  This  relationship  may  also 
be  carried  out  by  a group  of  physicians  who  function 
in  a defined,  responsible  pattern  of  medical  practice. 
In  such  a type  of  practice,  a single  physician,  how- 
ever, should  maintain  an  ongoing  relationship  with 
the  patient  and  coordinate  his  care.” 

. . . Referred  to  the  Board  of  Trustees  for  a report 
next  June  a resolution  asking  revision  of  the  ‘‘more 
than  allowable  ebarge"  pbrase  in  the  “Medicare  Ex- 
planation of  Benefits”  form. 

. . . Reaffirmed  a previous  AMA  position  that  regu- 
lations authorizing  Medicare  carriers  to  disclose 
names  of  physicians  accused  of  furnishing  services  to 
beneficiaries  in  excess  of  their  medical  needs  be 
amended  to  require  prior  review  by  a medical  society 
committee. 

. . . Referred  to  the  Council  on  Medical  Service  a 
resolution  directing  the  AMA  to  work  for  clarification 
of  rules  governing  physician  visits  to  nursing  home 
patients  under  Medicare  and  other  federally  spon- 
sored or  supported  medical  payment  programs. 


Fouudalion  for  Health  Care  Evaluation  . . . 
V'oted  to  underwrite  the  necessary  expenses  of 
the  Foundation  for  Health  Ciare  Evaluation, 
effective  February  1,  1973,  at  the  rate  of  np  to 
,'i5f),000  a month  to  the  end  of  the  current  fiscal 
year. 

. . . Urged  the  prompt  formation  of  the 
21 -man  Steering  Committee  for  the  Founda- 
tion and  directed  that,  from  the  membership 
of  that  Committee,  Dr.  I.ang  be  authorized 
lo  appoint  a Subcommittee  on  Finance,  on 
which  the  Treasurer  and  Business  Manager 
serve  as  ex-officio  members,  and  on  which 
Louis  K.  Collins,  M.D.  and  other  physicians 
and  individuals  representing  potential  sources 
of  funds  shall  be  invited  to  serve  as  advisory 
members,  and  that  said  Subcommittee  shall 
submit  to  the  Committee  on  Finance  and 
Budget  a list  of  needs  to  be  included  in  next 
year’s  budget  recommendations. 

Member.sliip  Inquiry  and  Coin  plaint  Merlia- 
ni.sm  . . . Directed  that  the  following  resolu- 
tion from  the  Special  Session  of  the  House  of 
Delegates  be  referred  to  the  Executive  Com- 
mittee for  implementation: 

IVbereas,  it  is  evident  from  the  membership  hearings 
that  manv  speaking  for  unionism  of  the  profession  do 
not  desire  unionism’s  (1)  forced  conformity,  (2)  high 
dues  or  asse.ssments,  (3)  strikes  or  secondary  boycotts, 
and  (4)  problems  of  public  resentment:  and 

Whereas,  it  is  also  evident  from  the  hearings  that 
there  is  membership  dissatisfaction  in  their  daily 
problems  Involving  third  party  carriers  and  govern- 
ment medical  programs;  and 

Whereas,  the  solution  of  these  problems  could  easily 
fit  into  the  structure  of  organized  medicine  at  the 
State  level;  now  therefore  be  it 

RESOL\'ED,  that  The  Medical  Society  of  New  Jersey 
establish  a membership  inquiry  and  complaint  mech- 
anism as  follows: 

(1)  Four  specific  committees  be  activated  to  meet 
directlv  with  representatives  of  respective  carriers  or 
intermediaries  on  a routine  monthly  basis  and  that 
these  committees  be  Medicare,  Medicaid,  Blue-Shield 
and  a committee  for  other  health  insurance  carriers. 
These  committees  to  be  comprised  of  at  least  one 
member  from  each  judicial  district. 

(2)  That  a post  office  box  be  established  through 
The  Medical  Society  of  New  Jersey  specifically  to  re- 
ceive membership  complaints  for  sorting  and  immedi- 
ate transmittal  to  the  proper  committee. 

(3)  That  a form  for  third  party  membership  com- 
plaints be  adopted  and  published  as  a full  page  in 
The  Journal  of  The  Medical  Society  of  New  Jersey 
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and  that  county  societies  be  requested  to  publisli  like 
forms  in  their  bulletins. 

14)  I hat  members  be  informed  promptly  in  writing 
ol  the  disposition  of  their  complaints  or  inquiries. 

(5)  That  the  Slate  complaint  mechanism  be  coordi- 
nated with,  and  cooperate  with,  and  receive  inquiries 
and  complaints  from,  similar  county  medical  society 
inquiry  and  complaint  mechanisms  where  they  exist. 

Ifi)  That  1 he  Medical  Society  of  New  Jersey  or  the 
county  peer  review  committee  refuse  to  hear  com- 
plaints from  carriers,  or  to  take  action  on  such  com- 
plaints, unless  the  carriers  agree  to  be  bound  by  the 
decision  of  the  committee. 

Public  Relations  Program  . . . Directed  that 
the  following  resolution  be  referred  to  the 
Cotincil  on  Public  Relations: 

I hat  the  Council  on  Public  Relations  develop  prompt- 
ly an  articulate,  aggressive  public  relations  program, 
to  be  supported  by  an  annual  budget  of  up  to  .flS  per 
capita. 

Successor  to  Mr.  Neviu  . . . Approved  the 
following  recommendations  from  a committee 
lo  select  a successor  to  Mr.  Nevin: 

1.  That  Mr.  Vincent  Maressa  be  moved  up  to  the 
position  of  Executive  Director. 

2.  That  he  assume  the  responsibilities  of  the  position 
on  June  1,  1973,  the  date  on  which  Mr.  Nevin  is 
scheduled  to  retire. 

3.  That  the  conditions  of  Mr.  Maressa’s  employment 
be  worked  out  through  conferences  between  the  com- 
mittee and  him,  with  assistance  of  Legal  Counsel. 

1.  That  an  assistant  be  found  to  work  under  Mr. 
Maressa  in  an  executive  status;  this  position  to  be 
filled  after  June  1,  1973. 

Communicable  Diseases 
in  New  Jersey 

The  following  communicable  diseases  were 
reported  to  the  Division  of  Laboratories  and 
Epidemiology  during  December  1972: 


1971 

1972 

December 

December 

.Aseptic  meningitis 

13 

28 

Primary  encephalitis 

3 

1 

Hepatitis;  Total 

310 

196 

Infectious 

228 

152 

Serum 

82 

44 

Malaria— Military 

2 

Meningococcal  meningitis 

1 

4 

Mumps 

32 

141 

German  measles 

29 

30 

Measles 

69 

1 

Salmonella 

104 

38 

Shigella 

57 

43 

Measles  and  Rubella  Disease  Patterns 

Intensive  surveillance  for  these  diseases  has 
been  in  force  during  1972.  Each  reported  pa- 
tient is  interviewed  for  vaccine  status  and 
contacts.  If  he  is  a school-age  child,  the 
school  nurse  is  asked  if  other  cases  have  oc- 
curred in  that  school.  This  kinil  of  follow- 
uj:)  often  leads  to  early  detection  of  outbreaks 
of  either  measles  or  rubella. 

Six  hundred  and  five  cases  of  measles  were 
reported  in  1972.  This  represents  al^out  .50 
per  cent  fewer  cases  than  ^vere  reported  in 
1971.  Intensive  surveillance  of  measles  was 
the  practice  in  1971,  so  this  probably  does 
indeed  reflect  a true  decrease  in  measles  in 
New  Jersev.  Most  of  the  605  cases  were  scat- 
tered. Only  a few  large  outbreaks  occurred 
and  those  were  primarily  in  Monmouth 
County. 

Interesting  rubella  patterns  emerged  in  1972. 
.\  total  of  1,217  cases  were  reported,  approxi- 
mately twice  as  many  as  in  1971.  This  in- 
crease is  due  in  part  to  the  beginning  of  in- 
tensive rubella  surveillance  in  1972.  The 
majority  of  reported  ca,ses  occurred  in  junior 
and  senior  high  school  children. 

Fourteen  outbreaks  of  rubella  were  investi- 
gated. Most  cases  were  seen  in  children  age 
10  through  18.  In  only  two  communities  did 
rubella  spread  down  into  elementary  school 
children.  Even  when  this  happened,  few 
cases  occurred.  There  have  been  no  rubella 
outbreaks  during  the  current  school  year,  and 
so  it  remains  speculative  if  this  age-disease 
pattern  of  rubella  will  be  the  norm  in  the 
vaccine  era. 


207th  Annual  Meeting 
May  12-15,  1973 
Chalfonte-Haddon  Hall 
Atlantic  City 


144 


T HE  JOURN.VL  OE  THE  MEDIC.AL  SOCIETY  OF  NEW  JERSEY 


generations  my  family  has  insisted  on  Donnagel®-PG,"  says  active  young  matron  Mrs.  T. 
Ftirnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
paregoric — without  the  unpleasant  taste,  don't  you  know?  And  Jimior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


iff/  (/ 


i With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
lliarrheas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  DonnageI®-PG  treats 
accompanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
unpleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 

0 promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
lemulcent- detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
oelladonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 

Donnagel'PG 

Donnagel  with  paregoric  equivalent 
^ Available  on  oral  prescription  or  without  prescription 
under  liinited  circumstances  as  modified  by  applicable  state  law. 

Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 

Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 
equivalent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 

>0  0 mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 

AH'DOBINS 


with  the 


The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  "flu” 

Robitussin® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C^  @ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM^ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
tor  "coughs  on  the  go" 

Cough  Calmers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Bobitussirrs 

“Clear-Tract”  Formulation  That  Treats  Your  Patient's  individuai  Coughing  Needs: 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 

RobitussinS  extra 
benefit  chart 

Cough 

Suppressant 

Antihistamine 

Long-Acting 
(6-8  hours) 

Nasal.  Sinus 
Decongestant 

Non-Narcotic 

ROBITUSSIN® 

m 

ROBITUSSIN  A-C« 

9 

ROBITUSSIN-DM® 

m 

m 

m 

ROBITUSSIN-PE® 

m 

m 

COUGH  CALMERS® 

Q 

D 

Q 

A.  H.  Robins  Company. 
Richmond.  Virginia  23220 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Professional  Liability  Insurance  Program 

Society  Endorsed  Coverages — 

• Professional  Liability  for 

Individuals 

Partnerships  and  Professional  Corporations 
Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  Loss  Control  Program — 

• Claims  Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  in  Malpractice 

JOSEPH  A.  BRinON  AGENCY 

15  South  Munn  Ave.,  East  Orange,  N.J.  07018 
(201)  • 673-3060 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 
Niciri 


CAPSULES 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN^  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement 

Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  . . . 100  mg 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  . 3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING;  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Wr/fe  for  literature  and  samples  . . . 

fiiwc.l?;?hTuc  brown  pharmaceutical  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

'Mxiueic  ON  REOUEST;  Ronald  I.  GoldbCt(.  M.O.  A Franklin  I.  Shuman.  M 0 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society.  Vol.  Xll.  No.  6,  June  1964 


No  Fault  Insurance  and 
Professional  Liability 

Pursuant  to  Resolution  ^9  (adopted  by  the  1972 
House  of  Delegates,  MSNJ) , the  following  report,  pre- 
pared by  Vincent  A.  Maressa,  Assistant  Executive  Di- 
rector, was  approved  by  the  Board  of  Trustees  (De- 
cember 17,  1972)  and  is  here  published  in  its  entirety. 

Resolution  ^9  as  adopted  by  the  1972  House 
of  Delegates  called  upon  The  Medical  Society 
of  New  Jersey  to  undertake  immediately  a 
study  of  “no-fault”  accident  insurance  with  a 
view  to  evaluating  the  feasibility  of  plans  for 
a “no-fault”  type  of  professional  liability  in- 
surance. The  resolution  was  referred  to  the 
Committee  on  Medical  Defense  and  Insurance 
for  report  and  recommendation. 

The  concept  of  “no-fault”  in  redressing  an 
injury  is  not  an  entirely  new  one,  nor  is  it  of 
recent  origin.  The  Workmen’s  Compensation 
Statutes  in  effect  in  virtually  all  of  the 
Western  World  are  the  classic  example  of  this 
concept.  The  employee  injured  at  work  or 
suffering  an  illness  attributable  to  his  employ- 
ment may  recover  according  to  the  degree  of 
disability  suffered  and  the  fee  schedule  in 
effect. 

More  recently  the  concept  has  become  a by- 
word in  the  automobile  liability  field.  Several 
states  have  enacted  projX)sals  while  most  of 
the  others  have  them  under  consideration. 
Since  these  plans  differ  relatively  slightly  only 
three  will  be  discussed  herein. 

The  Massachusetts  Act 

This  act  provides  that  all  claims  resulting 
from  an  automobile  accident  shall  be  handled 
under  the  “no-fault”  system  except  that  "a 
plaintiff  may  recover  damages  for  pain  and 
suffering,  including  mental  suffering  associ- 
ated with  such  injury,  sickness,  or  disease  only 
if  the  reasonable  and  necessary  expenses  in- 
curred in  treating  such  injury,  sickness,  or 
disease  for  necessary  medical,  surgical,  x-ray 
and  dental  services,  including  prosthetic 
devices,  and  necessary  ambulance,  hospital, 
professional  nursing,  and  funeral  expenses  are 


determined  to  be  in  excess  of  five  hundred 
dollars  uidcss  such  injury,  sickness,  or  disease 
(1)  causes  death,  or  (2)  consists  in  whole  or 
in  part  of  loss  of  a body  member,  or  (3) 
consists  in  whole  or  in  part  of  permanent  and 
serious  disfigurement,  or  (4)  results  iti  such 
loss  of  sight  or  hearing  as  was  not  present 
before  said  accident,  or  (5)  consists  of  a frac- 
ture.”' 

As  can  be  readily  seen  in  the  above,  virtually 
every  bodily  injury  of  any  significance  can 
remove  the  matter  from  the  “no-fault”  provi- 
sion. It  is  also  interesting  to  note  that  the 
Massachusetts  statistics  reveal  a drop  in  l)odily 
injury  payments  in  the  aggregate  sense  of  dol- 
lar payments  of  28  per  cent.  This  optimism 
however,  may  be  ill  founded  since  at  last  re- 
port over  50  per  cent  of  the  bodily  injury 
cases  remained  open. 

The  Florida  Act 

This  law  provides  that  all  automobile  acci- 
dent claims  shall  be  processed  under  the  "no- 
fault” system.  The  plaintiff,  however,  had  the 
right  to  sue  for  pain,  suffering,  mental  an- 
guish and  inconvenience  because  of  bodily 
injury,  sickness,  or  disease  arising  from  the 
accident  when  all  reasonable  and  necessary 
expenses  related  to  medical,  surgical,  x-ray, 
dental,  and  rehabilitative  services,  including 
prosthetic  devices,  ambulance,  hospital,  and 
nursing  services,  plus  any  tax  excludable  disa- 
bility payments  exceed  ($1,000)  one  thousand 
dollars,  “or  the  injury  or  disease  consists  in 
whole  or  in  part  of  [)ennanent  disfigurement, 
a fracture  to  a weight-bearing  bone,  a com- 
pound, comminuted  displaced  or  compressed 
fracture,  loss  of  a body  member,  permanent 
injury  within  reasonable  medical  jjrobabilty, 
permanent  loss  of  a bodily  function,  or 
death. 

No  meaningful  statistics  are  available  con- 
cerning this  -Act  but  it  is  again  noted  that 
bodily  injury  of  any  appreciable  significance 
is  to  be  considered  an  exception  to  the  “no- 
fault” concept. 

‘ Massachusetts  .Acts  of  1970,  Chapter  670 
^ Laws  of  Florida,  1971,  Chapter  71-252 
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The  New  Jersey  Act 

This  law  provides  that  soit  tissue  injuries^ 
resulting  from  an  automobile  accident  are 
compensable  as  “no-fault”  claims  unless  the 
reasonable  and  necessary  medical  expenses  in- 
curred, exclusive  of  hospital,  x-ray,  and  other 
diagnostic  expenses  exceed  ($200)  two  hun- 
dred dollars.  The  plaintiff,  hotvever,  has  an 
immediate  right  to  suit  if  “the  injured  party 
has  sustained  death,  permanent  disability, 
permanent  significant  disfigurement,  perma- 
nent loss  of  any  bodily  function  or  loss  of  a 
body  member  in  whole  or  in  part.”' 

Once  again  significant  bodily  injury  excepts 
the  claim  from  the  “no-faidt”  system  and 
places  it  in  the  jiresent  tort  system.  There  are 
of  (cHirse  no  meaningful  statistics  on  the  New 
Jersey  Act.  .\t  this  juncture  it  is  significant  to 
note  that  all  ol  the  “no-faidt”  proposals  have 
an  escape  danse  for  the  injured  party  suffer- 
ing significant  or  serious  bodily  injury  so  that 
redress  may  be  sought  through  tort  litigation. 
The  theory  behind  this  result  is  that  a 
tremendous  savings  could  result  in  reaching  a 
speedy  dispatch  of  medical  bills  and  property 
damage  claims.  It  must  be  remembered  at  this 
stage  also,  that  in  dealing  witli  an  automobile 
accident  both  the  insured  and  the  carrier 
know  that  an  accident  occurred  on  a specific 
date  and  that  a certain  degree  of  damage 
occurred  during  that  specific  policy  year.  In 
other  words  the  underwriting  liability  is  rec- 
ogni/cd  during  the  current  policy  year.  In 
relating  these  aspects  to  medical  malpractice, 
we  must  recognize  that  virtually  all  malprac- 
tice incidents  invoke  significant  bodily  injury 
with  the  exception  of  defamation  actions,  and 
public  sentiment  dearly  does  not  favor  “no- 
fault” wlien  dealing  with  a bodily  injury,  also 
only  a \ery  small  portion  of  malpractice 
claims  are  repen  ted  in  the  policy  year  during 
ivliidi  the  alleged  negligent  act  occurred. 

’ I.cgisIlUiccly  dclinccl  ;is  '‘siirains.  sivains.  al)rasions, 
com  usioiis.  laccraiions.  bruises,  hematomas,  cuts, 
scrapes,  scraldies.  muscle  tears,  teats  of  tendons,  liga- 
ments, cartilages,  nerves,  fibeis,  veins,  arteries,  and 
skin 

‘New  )eise\  Statutes  \nnolated,  laws  ol  1972,  Chap- 
let 71). 


Mindful  that  the  theory  of  “no-fault”  implies 
that  every  injury,  no  matter  whose  fault,  de- 
mands recovery,  we  shall  now  attempt  to 
relate  the  aforementioned  principle  to  medi- 
cal malpractice. 

The  Medical  Society  of  New  Jersey  has  about 
(),000  jfhysicians  insured  under  its  professional 
liability  program.  Past  records  indicate  that 
we  should  have  about  five  hundred  or  more 
incidents  of  various  types  registered  by  the 
insurance  company  annually.  Certainly,  many 
deaths  accepted  by  the  physician  as  expected, 
inevitable  or  normal,  or  infections,  or  results 
other  than  perfect,  and  other  complications 
are  not  reported  to  the  carrier.  They  could 
well  run  to  another  thousand  or  several  thou- 
sands per  year.  Melvin  Belli,  the  prominent 
San  Francisco  attorney,  recently  stated,  he  ac- 
cepts only  one  of  every  nineteen  medical  mal- 
practice cases  brought  to  his  office.  Another 
prominent  plaintiff’s  attorney  stated  that  he 
turns  away  at  least  fourteen  out  of  fifteen 
such  cases  brought  to  his  office.  If  we  assume 
an  annual  total  of  onlv  two  thousand  for  re- 
ported and  unreported  untoward  events  to  be 
compensated  for  under  a “no-fault”  system,  it 
should  prove  extremely  more  expensive  than 
the  present  tort  system — even  if  we  used  the 
pre.sent  workmen’s  compensation  schedule  of 
payments  as  a standard. 

Presently,  the  orthopedic  cla.ss  of  practice, 
standing  by  itself  is  almost  uninsurable  be- 
cause of  the  high  frequency  of  suits  and  more 
especially  the  serious  injuries  requiring  settle- 
ments. The  orthopedist  cannot  obtain  a per- 
fect result  in  reducing  certain  fractures,  but 
any  result  less  than  perfect  could  be  termed  a 
compensable  untoward  result  without  any 
deviation  from  the  best  standards  of  practice 
being  established. 

Death  most  assuredly  is  an  untoward  result. 
How  would  it  be  conqjensated  for  under  a 
“no-fault”  system?  Would  the  compensation 
for  an  elderly  person  suffering  death  be  on 
the  same  basis  as  the  young  wage  earner  Avith 
great  potential  or  the  young  mother  leaving 
several  small  children? 
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Would  compensation  be  the  same  lor  a “no- 
fault” claim  as  for  a case  of  absolute  liability 
under  the  present  system?  Insurance  compa- 
nies would  find  it  difficult  to  establish  variable 
rates  according  to  practice  or  exposure.  When 
a death  or  serious  injury  occurred  in  the  oper- 
ating room  would  the  anesthesiologist,  sur- 
geon, each  assistant,  each  nurse,  consultant, 
and  referring  family  physician  be  equally 
charged  since  fault  is  not  considered? 

If  culpability  is  removed  as  a requirement  for 
recovery,  some  system  will  have  to  be  substi- 
tuted to  determine  which  patients  are  to 
recover  other^vise  virtually  all  will,  clearly  a 
circumstance  that  is  financially  unsound. 
That  task  as  we  view  it  would  not  only  be 
monumental,  it  would  be  impossible. 

Many  physicians  feel  that  a system  of  hospital 
insurance  similar  to  flight  insurance  could  be 
instituted  as  a “no-fault”  concept  for  patients 
entering  the  hospital.  The  glaring  defect  in 
that  approach  is  that  the  airplane  accident  is 
the  extreme  exception  rather  than  the  rule 
when  considered  in  proportion  to  the  number 
of  flights,  air  miles  logged,  and  volume  of 
passengers — even  in  the  era  of  the  skyjacker. 
On  the  other  hand,  every  hospital  has  its  week- 
ly number  of  untoward,  or  unexpected  results 
or  deaths.  Establishing  an  actuarial  rate 
would  be  difficult,  a reasonable  rate  would 
likely  be  impossible. 

Another  thought  presented  by  jihysicians  is 
that  a “workmen’s  compensation”  system 
could  be  employed.  That  system  is  presently  a 
disaster  and  unfair  to  all  concerned.  In  a re- 
cent New’  jersey  case,  an  air])lane  mechanic 
splashed  with  fuel,  which  later  ignited,  was 
allowed  to  reco\er  even  though  he  knew  he 
should  have  changed  his  clothes  and  they  did 
not  burst  into  flame  until  after  he  had  gone 
home  from  work. 

Since  jmblic  jiolicy  rejects  the  concept  of  “no- 
fault” in  automobile  liability  cases  involving 
automobile  accidents  w’herein  significant  bodi- 
ly injury  occurs,  it  certainly  w’ould  not  accept 
it  in  medical  malpractice  w'here  virtually  ev- 


ery claim  contains  significant  bodily  injury. 
Automobile  accidents  present  a high  volume 
of  occurrence  with  relatively  limited  damages. 
Medical  malpractice  presents  a low  volume  of 
incidents  wdth  a high  degree  of  severity. 
Workmen’s  compensation  provides  recovery  to 
injured  emjiloyees  by  virtue  of  legislative  act. 
Under  traditional  Anglo-.A.merican  law,  the 
injured  employee  had  no  right  to  sue  his  em- 
ployer— he  merely  “assumed”  the  occupational 
hazard.  Thus  legislation  w’as  promulgated  to 
provide  relief  where  none  was  present  previ- 
ously, regardless  of  fault.  The  injured  patient 
has  ahvays  had  a right  to  recover  from  the 
negligent  physician  and  it  is  doubtful  that  the 
public  will  clamor  to  give  up  that  right. 

Before  closing  this  rejjort,  w’ith  my  own  opin- 
ion, I am  going  to  incorporate  herein  the  con- 
tents of  a paper  on  Medical  Malpractice 
prepared  by  the  Center  for  the  Study  of  Dem- 
ocratic Institutions  entitled  “A  Discussion  of 
■Alternative  Compensation  and  Quality  Con- 
trol Systems”  issued  in  November  1971. 

Eli  P.  Bernzweig,  .Attorney,  Executive  Direc- 
tor— Secretary’s  Commission  on  Medical  Mal- 
practice, Department  of  HEW,  Washington, 
D.C.,  made  the  following  comment  about  “no- 
fault” in  the  medical  mal])ractice  field: 

“Defining  the  compensable  event  is  nearly  impos- 
sible. We  know  that  many  people  who  have  suffered 
medical  injuries  are  going  uncompensated  today.  Now 
if  we  hypothesize  a system  simply  to  compensate  inal- 
occurrences  arising  out  of  blameless  medical  treatment, 
then  I can  foiesee  the  economic  costs  of  such  a system 
trebling  and  quadrupling  to  the  point  of  impossibility, 
riiere  isn’t  an  administrative  mechanism  large  enough 
to  settle  all  the  compensability  issues  that  would  arise 
under  such  a system.  We'd  have  to  have  new  systems 
of  courts  throughout  the  country.  I am  wondering  if 
all  of  this  is  fetisible.”  (Mr.  Bernzweig,  incidentally, 
has  been  a vocal  advtKate  of  automobile  “no-fault” 
insurance.) 

Robert  E.  Keeloii,  .Attorney,  Professor,  School 
of  Law,  Harvard  University,  in  considering 
this  same  topic  declared: 

"The  only  kind  of  ‘no-fault’  compensation  system  1 
would  be  interested  in,  whether  for  automobile  acci- 
dents, medical  accidents,  or  whatever,  is  one  that 
would  do  a cost-accounting  job,  that  is,  it  would 
identify  the  kinds  of  compensation  needs  that  arise 
from  a certain  source  and  impose  on  that  source  the 
costs  for  taking  care  of  those  needs. 
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"One  must  sort  out  and  distinguish  in  an  alleged 
medical  injury  situation  those  conditions  in  the  pa- 
tient that  are  traceable  to  his  initial  need  for  treat- 
ment an<l  those  which  can  be  traced  to  the  treatment 
itself.  That  is  an  administratively  expensive  issue  to 
deal  with,  no  matter  what  kind  of  compensation  sys- 
tem you  have.  It  calls  for  expert  testimony.  It  may 
call  for  expert  advocates. 

‘‘Also,  virtually  all  economic  losses  can  be  compen- 
sated in  a ‘no-fault’  automobile  insurance  program 
for  less  than  what  drivers  are  now  paying  in  liability 
premiums.  The  same  cannot  be  said  for  ‘no-fault’ 
medical  accident  insurance.  Such  insurance  will  not 
l)e  a viable  replacement  for  our  present  malpractice 
claims  unless  it  not  only  provides  the  additional  medi- 
cal services  needed  but  also  reimburses  the  patient 
for  wage  and/or  income  loss  and  other  out-of-pocket 
expenses  connected  with  his  injury.  If  ‘no-fault’  insur- 
ance will  not  do  at  least  that  much— and  that  is  an 
expensive  undertaking— then  it  will  be  hard  to  accept 
it  as  a replacement  for  our  present  system  in  which 
it  is  at  least  theoretically  possible  for  a person  to  be 


reimbursed  for  his  full  economic  loss,  plus  general 
damages  for  pain  and  suffering,  if  he  is  able  to  hurdle 
all  the  legal  obstacles  and  win  a judgment." 

Professor  Keeton  has  been  the  prime  mover  of 
the  concept  of  “no-fault”  automobile  insur- 
ance, authored  the  Massachusetts  Law,  and 
drafted  the  uniform  act  appearing  with  minor 
modifications  in  most  states. 

It  is  therefore  evident  that  the  “no-fault”  con- 
cept of  insurance  is  not  readily  adaptable  to 
the  area  of  professional  liability.  Clearly  ex- 
tensive research  and  study  has  been  done  on 
the  topic,  all  of  which  points  to  the  conclu- 
sion that  “no-fault”  may  not  feasibly  be  ap- 
plied to  professional  liability  insurance. 


207th  Annual  Meeting  May  12-15,  1973 


INFORMATION  FOR  READERS  AND  CONTRIBUTORS 


The  Journal,  the  official  organ  of  The  Medical 
Society  of  New  Jersey,  is  published  monthly 
under  the  direction  of  the  Committee  on  Pub- 
lication. The  Journal  is  released  the  first  week 
of  the  month,  and  a copy  is  sent  to  each  mem- 
ber of  the  Society. 

Change  of  Address:  Notice  of  change  of  address 
should  he  sent  promptly  to  The  Medical  Society 
of  New  Jersey,  P.O.  Box  904,  Trenton,  New  Jer- 
sey, 0860,''). 

Conununications:  Members  are  invited  to  sub- 
mit to  The  Journal  any  suggestions  for  the  wel- 
fare of  the  Society,  as  well  as  comments  or 
criticisms  of  material  in  The  Journal.  All  such 
communications  should  be  directed  to  the  Edi- 
torial Office  of  The  Journal.  The  Publication 
Cioinmittee  reserves  the  right  to  publish,  reject, 
edit,  or  abbreviate  all  communications  submitted. 

Contributions:  Manuscripts  submitted  to  The 
Journal  must  be  typewritten,  double-spaced  on 
letter  size  (about  8i^  by  1 1 inch)  paper,  and 


forwarded  to  the  Editorial  Office  at  the  address 
below.  The  Publication  Committee  expressly  re- 
serves the  right  to  reject  any  contributions,  wheth- 
er solicited  or  not,  and  the  right  to  abbreviate  or 
edit  such  contributions  in  conformity  with  the 
needs  and  requirements  of  The  Journal.  Galley- 
proofs  of  edited  or  abbreviated  manuscripts  will 
be  submitted  to  authors  for  approval  before  pub- 
lication. Every  care  will  be  taken  with  the  sub- 
mitted material,  but  The  Journal  will  not  hold 
itself  responsible  for  loss  or  damage  to  manu- 
scripts. Authors  are  required  to  submit  an  origi- 
nal and  one  copy  and  are  urged  to  keep  a carbon 
for  reference.  It  is  understood  that  material  is 
submitted  here  for  exclusive  publication  in  this 
Journal. 

Illustrations:  .Authors  wishing  illustrations  for 
their  articles  will  submit  glossy  prints  or  original 
drawings  from  which  cuts  can  be  made.  The  cost 
of  making  such  cuts  wdll  be  borne  by  the  author, 
who  may,  after  publication,  receive  the  cuts  for 
his  own  use— if  he  makes  such  a request  in  writ- 
ing to  the  Editorial  Offices. 
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Medical  College  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 

President,  CMDNJ 

The  Office  of  Continuing  Medical  Education 
of  the  College  of  Medicine  and  Dentistry  of 
New  Jersey  has  made  steady  progress  since 
our  announcement  of  its  establishment  and 
the  appointment  of  James  A.  Rogers,  M.D., 
as  coordinator  last  July.  An  advisory  council 
has  been  organized  and  has  met  several  times 
to  work  on  plans  for  future  activities.  And, 
the  first  Office  of  Continuing  Medical  Educa- 
tion workshop  was  conducted  in  December 
1972  at  the  CMDNJ-Rutgers  Medical  School 
in  Piscataway.  The  topic  was  educational 
planning  and  instructional  strategies.  Those 
attending  the  two-day  program  felt  that  the 
demonstration  of  methods  for  development  of 
continuing  medical  education  programs  in  in- 
stitutional and  community  hospitals  was  a 
valuable  experience.  The  program  was  con- 
ducted by  two  consultants  from  the  Center 
for  Educational  Development  of  the  School  of 
Medicine  of  the  University  of  Illinois. 

I 

The  Advisory  Council  on  Continuing  Medi- 
cal Education  represents  an  outstanding  gath- 
ering of  health  professionals  from  throughout 
our  state.  They  are; 

Arthur  Bernstein,  M.D.— 

The  Medical  Society  of  New  Jersey 
Bruce  Breckenridge,  M.D.— 

Rutgers  Medical  School,  CMDNJ 
Mr.  Edward  Cohen- 

New  Jersey  Department  of  Higher  Education 
James  R.  Cowan,  M.D.— 

State  Commissioner  of  Health 
Richard  J.  Cross,  M.D.— 

New  Jersey  Regional  Medical  Program 
Robert  M.  Cunningham,  M.D.— 

North  Jersey  Medical  Society 
Thomas  DeCecio,  M.D.— 

State  Board  of  Medical  Examiners 
John  Dennis,  Jr.,  D.O.— 

New  Jersey  Osteopathic  Society 
Rudolph  DePersia,  M.D.— 

Board  of  Medical  Examiners 
William  J.  Dougherty,  M.D.— 

New  Jersey  Department  of  Health 
Honorable  Ralph  A.  Dungan— 

Chancellor,  New  Jersey  Department  of  Higher 
Education 

Diller  B.  Groff,  M.D.- 
New  Jersey  Medical  School,  CMDNJ 
Joseph  S.  Guzik,  D.O.— 

New  Jersey  Osteopathic  Society 
Mr.  Joseph  M.  Henry— 

President,  Middlesex  General  Hospital 


Joyce  Holmes,  M.D.— 

North  Jersey  Medical  Society 
John  F.  Kustrup,  M.D.— 

The  Medical  Society  of  New  Jersey 
Kendrick  Lance,  M.D.— 

Directors  of  Medical  Education  of  New  Jersey 
John  H.  Landor,  M.D.— 

Rutgers  Medical  School,  CMDNJ 
Warren  B.  Nestler,  M.D.— 

Directors  of  Medical  Education  of  New  Jersey 
Mr.  John  W.  Owen- 

New  Jersey  Hospital  Association 
Leo  H.  Siegel,  M.D.— 

Academy  of  Medicine 
William  T.  Snagg,  M.D.— 

Directors  of  Medical  Education  of  New  Jersey 
William  S.  Vaun,  M.D.— 

Directors  of  Medical  Education  of  New  Jersey 
Edward  A.  Wolfson,  M.D.— 

New  Jersey  Medical  School,  CMDNJ 

The  College  established  the  Office  of  Con- 
tinuing Medical  Education  in  response  to  a 
survey  made  in  1970  which  clearly  demon- 
strated the  need  for  such  a coordinating 
agency  in  New  Jersey.  However,  without  the 
helj>  of  the  organizations  represented  on  the 
Advisory  Council,  the  progress  already 
achieved  could  not  have  been  made. 


The  Office  of  Continuing  Medical  Education 
is  preparing  to  assist  yon  in  meeting  your 
continuing  education  needs  through  work- 
shops, seminars,  and  other  activities.  As  j^lans 
and  programs  develop,  we  will  let  you  know 
about  them  through  this  Journal  and  other 
media.  In  the  meantime,  if  you  require  in- 
formation jjlease  call  or  write  to  the  Office  of 
Continuing  Medical  Education,  College  of 
Medicine  and  Dentistry  of  New  Jersey,  Uni- 
versity Heights,  Piscataway,  New  Jersey  088.54 
or  telephone  201-932-3440. 


Erratum 

The  Journal  calls  attention  lo  an  error 
in  the  December  1972  issue,  J^age  1011, 
second  j^aragrajih,  line  two  of  the  article, 
“Erroneous  Diagnoses  on  .Admission  of 
Chest  Cases”  by  Samuel  Cohen,  M.D. 
and  Rolando  M.  Bueno,  M.D.  The  dates 
should  read  1970-1971. 
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PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

The  following  physicians  have  written 
to  the  Executive  Office  of  MSNf  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  Neio  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physician.  If  you  are  in- 
terested i>i  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 

ANESTHESIOLOGY -Mymig  S.  Lee,  M.D.,  35-44  28th 
Street,  Astoria,  New  York  11106.  Ewha  Ihiiversity 
(Korea)  1964.  Board  eligible.  Group  or  solo.  Avail- 
able January  1973. 

GENERAL  MEDICINE  (INDUSTRIAL)-James  C.  Mitch- 
ell, M.D.,  Millside  Manor,  #1-E,  Delran,  New  Jersey 
08075.  Medical  College  of  South  Carolina  1961. 
Board  eligible.  Suhspecialty,  urology.  Prefer  work 
in  industry  in  South  Jersey.  .Available  January  1973. 

Robert  S.  Stone,  M.l).,  4 Barker  Drive,  Stony  Brook, 
New  York  11790,  Einstein,  1959.  Special  interest, 
trauma.  Solo  or  Hos[)ital  Emergency  Rcxmi.  Avail- 
able. 

INTERNAL  MEDICINE-David  S.  Lerman,  M.D.,  207 
Oak  Street,  Danville,  Pennsylvania  17821.  Hahne- 
mann 1968.  Board  eligible,  fivonp  or  partnership. 
.Available  July  1973. 

Ronald  E.  Grossman,  Af.D.,  1212  Pine  .Avenue  AVest, 
Apt.  801,  Montreal  112,  Quebec,  Canada.  Manila 
1966.  Board  certified.  Subspecialty,  allergy.  Gron|j, 
partnership,  or  solo.  Available  July  1973. 

David  J.  Meltz,  M.D.,  203  Valley  Road,  Middletown, 
Rhode  Island  02840.  NYU  1968.  Board  certified. 
Group  or  partnership.  Available  July  1973. 

Mirza  .Asbraf,  M.D.,  950  49th  Street,  Brooklyn 
11219.  Pakistan  1967.  Board  eligible.  Snbspedalty, 
cardiologv.  Grou[).  partnersbip,  solo,  or  bospital. 
•Available,  July  1973. 

Stephen  .A.  .Anish,  M.D.,  33  North  Third  .Avenue, 
Mount  A’ernon,  New  York  10550.  George  Washing- 
ton 1968.  Boaid  eligible.  Grotip  or  partnership. 
Available  July  1973. 

NEUROLOGY— Robert  H.  Eriedman,  M.D.,  1249  Park 
■Avenue.  .Apt.  17-B,  New  Aork,  New  A’ork  10029. 
Jclferson  1969.  Board  eligible,  (.roup,  i)arlnership, 
associate,  or  solo.  .Available  July  1973. 

K.  R.  Shelly,  M.D.,  U.S.  Naval  Hospital.  Philadel- 
phia. Pennsylvania  19145,  India  1964.  BoanI  eligible. 
.Snbspecialty,  pediatric  neurology.  .Solo  or  partner- 
ship, Available  June  1973. 

OBSTETRICS-GYNECOLOGY-Arthnr  Howard,  M.D., 
6729  Doolittle  Drive.  Edwards  AEB.  California  93523. 
Hanemann  1967.  BoarvI  eligible.  Partnershiii.  .Avail- 
able July  1973. 


Mohammad  H.  Saidi,  M.D.,  8 Bell  Terrace,  Belle- 
ville 07109.  Tehran  1967.  Hospital,  group,  associate. 
Available  July  1973. 

OPHTHALMOLOGY— Robert  Heidenry,  M.D.,  Route  6, 
Box  198-4.  Port  Orchard,  Washington  0866.  St. 
Louis  1967.  Group  or  partnership.  Available  July 
1973. 

M.  B.  Kayani,  M.D.,  2110  Westbnry  Court,  Brooklyn, 
New  York  11225.  King  Edward  (Pakistan)  1967. 
Board  eligible.  Group,  partnersbip,  or  association. 
Available  July  1973. 

ORTHOPEDICS— Larry  Katz,  M.D.,  244  Fieldston  Ter- 
race, Apt.  4-L,  Bronx,  New  York  10471.  Temple 
1968.  Board  eligible.  Solo,  partnership,  or  group. 
Available  July  1973. 

Surrender  M.  Grover,  M.D.,  89  Park  Avenue,  Newark 
07104.  MA  Medical  (India)  I960.  Group,  .solo,  or 
partnership.  Available  July  1973. 

Ching-Jen  Wang,  M.D.,  435  Hanover  Avenue,  Staten 
Island,  New  York  10304.  Taiwan  1965.  Board  eli- 
gible. Partnership,  group,  solo.  July  1973. 

Jay  B.  Bosniak,  M.D.,  19  Hemphill  Road,  Ealontown, 
New  Jersey  07724.  Jefferson  1966.  Board  certified. 
Group,  solo,  or  partnership  — preferably  Morris, 
Somerset,  Bergen,  or  Monmouth  Counties.  .Available 
July  1973. 

Shin  Young  Kang,  M.D.,  10892  Pine  Street,  Tavlor, 
Michigan  48180.  Yonsei  (Korea)  1963.  Board  eligible. 
Subspecialty,  hand  surgery.  .Solo  or  partnership. 
Available  July  1973  or  befoie. 

PATHOLOGY— Horn  Min,  M.D.,  .35-44  28th  Street, 
Astoria,  New  York  11106.  Seoul  University  ('Korea) 
1961.  Board  certified.  Group  or  partnership.  .Avail- 
able January  1973. 

Mark  A.  Cohan,  M.D.,  5407  Greenfield  Drive  South, 
Portsmouth,  Virginia  23703.  AVestern  Reserve  1966. 
Board  certified  AP  and  CP.  Group  or  associate. 
Available  July  1973. 

T.  V.  Vaidyanathan,  M.D.,  Sinai  Hospital,  Balti- 
more, Maryland  21215.  Trivandrum  (India)  1962. 
(iroup  or  institution.  .Available  Julv  1973. 

PEDIATRICS— Vinnakota  V.  Rao,  M.D.,  10  Marshall 
Street,  Irvington,  New  Jersey  07111.  Guntur  (India) 
1967.  Board  eligible.  Group,  partnersbip,  or  .solo. 
.Available  July  1973. 

K.  AVigneswaran,  M.D.,  98-15  Horace  Harding  Ex- 
pressway, Apt.  10-L,  Corona,  New  York  11368.  Cey- 
lon 1966.  Board  eligible.  Hospital,  group,  or  part- 
uershij).  .Available. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY-M.  R. 
Jayasanker,  M.D.,  800  Old  Willow  Road,  AVheeling, 
Illinois  60090.  Madras  (India)  1962.  Board  eligible. 
Grou[)  or  partnership.  Avaihdrle  July  1973. 

SURGERY— Ron  Lapin,  M.D.,  950  49th  Street.  Brook- 
lyn, New  York  11219.  Indiana  1968.  Subspecialty, 
vascular  surgery.  Board  eligible.  .Solo,  partnership, 
or  group.  .Available  July  197.3. 

UROLOGY-Man  Mohan  Gursahaui.  M.D.,  1427  Pea- 
cock Lane,  Brentwood,  Missouri  63144.  Itulia  1964. 
Board  eligible.  Group,  partnership,  or  solo.  .Available 
Julv  197.3. 
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Relief  from 
minor  pain 
for 

increased 
range  of 
motion  in 

RHEUMATOID  and 
OSTEOARTHRITIS 

Ger-O-Foam,  when  massaged  into  the  skin, 
provides  increased  range  of  motion  by 
decreasing  pain  in  joints  affected  by 
rheumatoid  or  osteoarthritis.  “As  a surface 
. analgesic  it  enhances  the  usefulness  of 

massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.”  ’ Ger-O-Foam’s  surface  analgesic- 
anesthetic  foam  relieves  minor  pain  fast  and 
lasts  for  long  periods  of  time. 

PRECAUTIONS:  Do  not  use  in  or  near  eyes, 
on  open  wounds  or  mucous  membranes.  Discontinue 
if  excessive  irritation  of  the  skin  develops. 
AVAILABLE:  1 V2  and  4 oz.  cans.  Approximately 
1 25  applications  in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A., 

Indust.  Med.  & Surg.  28:217,  May,  1959. 

GER-O-FOAM  . 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine  3%  in  a specially  processed  emulsion 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  Infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INbiCATIONSr'f  RerapeutJcal/y?  used  aS  an  adjunc^’to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
, organisms,  as  in:  • infected  burns,  skin  grafts,  surgftal  incisions,  otitis  e)dema 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN  Ointment 


Each  gram  contains;  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg, 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vi  oz.  and  y,,  oz.  (approx.)  foil  packets. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Governmental  Health  Care 
Programs  and  the  Physician 

James  E.  D.  Cardam,  M.D.,  Medical  Director 
Government  Health  Programs 
Prudential  Insurance  Company 

Regular  and  Customary  Charges 

The  history  ot  the  development  and  passage 
of  Title  XIX  of  the  amendments  of  the  Social 
Security  Act  (Medicare)  indicates  that  the 
final  law  was  a compromise  which  required 
the  balancing  of  many  social  and  economic 
forces.  One  of  the  firm  tenets  of  organized 
medicine  during  the  development  of  the  legis- 
lation was  that  physicians  not  be  restricted  by 
fee  schedules  but  be  permitted  to  charge  their 
regular  and  customary  fees.  The  cumulative 
effect  of  all  forces  resulted  in  the  inclusion  of 
these  features  in  the  Medicare  law. 

Services  by  physicians  are  reimbursable  on  a 
reasonable  charge  basis  that  is  determined  by 
the  physician.  It  must  be  appropriate  to  the 
service  rendered,  must  be  medically  necessary, 
and  be  his  customary  charge  to  all  his  regular 
(below  age  65)  patients.  The  regular  and  cus- 
tomary charge  for  |3hysician  services  may  not 
be  higher  than  the  prevailing  fee  for  similar 
services  in  the  geographic  (socio-economic) 
area. 

It  was  not  the  intent  of  Congress  nor  of  our 
profession  to  establish  a fixed  schedule  that 
would  apply  nationwide,  in  a particular  lo- 
cale, or  even  to  the  physician  himself.  Rather, 
for  a given  medically  necessary  procedure  or 
service  by  physicians  of  comparable  skill  and 
training,  there  is  a range.  For  a charge  to  be 
reimbursable,  the  fee  claimed  must  be  consis- 
tent with  customary  charges  for  the  same  ser- 
vice to  non-Medicare  patients  and  consistent 
with  the  general  level  prevailing  in  the  area. 

Prior  to  the  passage  of  Medicare  legislation, 
physicians  were  experienced  primarily  with 
third  party  payment  involving  two  broad 
groups:  Blue  Shield  or  similiar  plans  and  in- 
surance carriers.  The  former  provided  reim- 


bursement on  a fee  l)asis  sidqect  to  income 
limitations  of  the  enrolled  family.  The  insur- 
ance carrier  used  broader  and  more  flexible 
guidelines  and  fee  schedules.  Fees  were  ques- 
tioned only  when  they  were  grossly  out  of 
line.  Experience  resulted  in  a subsequent  pre- 
mium change  not  feasible  under  Medicare. 

In  Medicare  and  Medicaid  health  programs,  a 
more  detailed  and  complex  procedure  is  fol- 
lowed for  reimbursement  of  physician  ser- 
vices. Skilled,  medical-oriented  personnel  and 
computer  services  are  used  to  collect  and  col- 
late the  number  and  kinds  of  services  or 
procedures  rendered  by  a physician,  his  total 
and  individual  usual  charges  for  each  service 
or  procedure,  his  gross  earnings,  the  charges 
prevailing  in  the  physician’s  geographical 
area,  and  so  on.  Each  claim  is  automatically 
compared  with  this  profile  to  determine  if  it 
meets  the  criteria  of  reasonable,  customary, 
and  prevailing  charges. 

Such  a detailed  claims  review  procedure 
provides  the  Medicare  carrier  valid  statistical 
information  for  evaluating  all  claims  and  the 
ability  to  control  unusual  costs  or  abuses. 

This  system  does  permit  a physician  to  claim 
a higher  fee  for  a more  complicated  or  exten- 
sive service  provided  it  is  medically  necessary 
to  perform  new  services  and  be  reimbursed.  It 
does  allow  for  a rise  in  the  entire  price  struc- 
ture of  the  provider  (subject  to  present 
economic  guidelines)  and  it  does  j^ermit  very 
prompt  and  full  reimbursement  if  attention  is 
paid  to  the  rational  guidelines  for  preparing 
claims. 

A physician  need  not  accept  assignment  and 
may  deal  directly  with  his  patient  for  reim- 
bursement. In  the  insurance  industry  assigned 
payments  are  “payments  on  account”  in  be- 
half of  the  insured  patient  and  represent  only 
the  policy  liability  involved.  The  remainder 
of  the  medical  expense  is  the  responsibility  of 
the  patient  to  negotiate  concerning  the  justice 
of  the  actual  charges  being  in  excess  of  “rea- 
sonable.” In  Medicare  and  Medicaid  pro- 
grams, for  assigned  claims,  the  carrier,  in  es- 
sence, performs  all  evaluation  functions,  pays 
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directly  to  the  physician,  and  is  able  to  pro- 
cess claims  with  efficiency  and  dispatch. 

Reimbursement  is  a complicated  subject.  In 
medical  meetings,  large  and  small,  more  heat 
and  less  light  are  generated  by  discussions  on 
profdes,  regular  and  customary  charges,  pre- 
vailing fees,  computer  analysis,  and  the  like, 
than  by  any  other  subject  in  reference  to 
Medicare  and  Medicaid.  The  fault  is  not  so 
much  in  these  areas  as  in  claim  preparation 
Ijy  the  physician.  Most  complaints  concerning 
payment  actually  derive  from  other  subjects 
to  be  described  in  future  articles — unnecessary 
services  or  laboratory  work,  concurrent  care, 
inadequate  documentation  of  the  claim  form, 
hospital  records,  and  o-verutilization.  Fre- 
(piently,  the  system  is  blamed  for  the  errors  of 
omission  or  commission  by  those  who  use  the 
system. 

.V  complaint  referrable  to  the  system  is  similar 
to  a symptom  expressed  by  a patient.  The 
diagnosis  of  the  problem  lies  elsewhere.  A 
complaint  is  often  a generalization  produced 
Ity  a specific  dissatisfaction. 

The  etiology  of  the  complaint  is  usually  some 
lault  on  the  part  of  the  provider.  The  appro- 
priate answer  is:  “Do  not  blame  the  system 
bec  ause  a sjjecific  fee  was  disallowed.  Call  or 
write  for  an  explanation,  you  certainly  will 
receive  an  answer.” 

Chiropractic  Under  Social 
Security  Amendments 

In  October  1972,  the  Congress  amended  the 
■Social  Security  Act  to  provide  payments  of 
chiropractors’  fees  to  the  .\ct’s  benefici- 
aries. Tlie  following  clarification  is  ab- 
stracted from  an  article  by  Richard  I). 
Lyons  in  the  November  19,  1972,  Neiv  York 
Times. 

-After  seven  years  of  ceaseless  lobbying,  chiro- 
practors have  finally  succeeded  in  getting 
themselves  included  in  the  multi-billion  dol- 

I"i8 


lar  Medicare  program.  The  cast  of  characters 
involves  the  small  but  determined  band  of 
chiropractors,  their  patients,  lobbyists  for  and 
against  their  cause.  Senators  and  Representa- 
tives, federal  officials,  campaign  contribu- 
tions, and  tens  of  thousands,  if  not  millions, 
of  pieces  of  mail. 

-After  all  the  effort  expended  on  this  legisla- 
tive tug-of-war,  it  appears  that  while  chiro- 
practors have  won  the  battle  to  have  their 
services  included  in  Medicare,  they  may  have 
lost  the  war  because  the  same  act  markedly 
restricts  the  treatments  for  which  they  will  be 
jjaid  and  reduces  their  participation  in  the 
Medicaid  program. 

Thus,  the  windfall  of  $1 10  million  a year  that 
the  chiropractors  had  hoped  to  gain  by  their 
inclusion  in  Medicare — which  would  about 
double  their  total  national  gross  income — has 
been  cut  to  $35  million.  -And,  because  of  the 
-Medicaid  changes  this  may  not  only  vanish 
altogether  but  also  may  be  less  than  they  are 
now  receixing  from  any  federal  program.  The 
changes  leave  the  chiropractors  more  at  the 
mercy  of  the  doctors  of  medicine  who,  in  the 
words  of  the  -American  Medical  .Association, 
regard  chiropractic  as  an  “unscientific  cult.” 
I'he  events  that  finally  led  to  the  inclusion  of 
chiropractors  in  Medicare  started  in  1965 
when  Congress  was  drawing  up  the  Medicare 
program.  This  pointedly  excluded  coverage 
of  chiropractic  services  from  the  health  insur- 
ance program  for  people  65  and  older. 

Every  Congress  since  then  has  seen  .Senators 
and  Representatives  introducing  scores  of 
liills  aimed  at  achieving  the  chiropractors’ 
goals.  For  example,  in  the  92nd  Congress  that 
just  ended,  97  Congressmen  introduced  a to- 
tal of  72  jiro-chiropractic  bills.  Staff  aides  at 
the  two  key  Congressional  committees  that 
dealt  with  the  chiropractic  legislation,  the 
House  Wbiys  and  Means  Committee,  and  the 
Senate  Finance  Committee  expressed  astonish- 
ment over  the  sacks  of  pro-chiropractic  mail 
that  never  seemed  to  diminish,  in  contrast  to 
other  issues  tliat  peaked  and  were  then  for- 
gotten. 


rHE  JOURNAL  OF  lUF  MFIUCAL  SOCIETY  OF  NEW  JERSEY 


Two  former  HE^V  department  secretaries, 
Wilbur  J.  Cohen  and  Robert  H.  Finch,  strong- 
ly opposed  the  inclusion  of  chiropractors,  and 
Secretary  Elliot  L.  Richardson  (now  re- 
signed) is  believed  not  to  be  favorable  to 
them. 

Jn  1968  the  department  issued  a 309-page 
report  that  concluded:  “Chiropractic  theory 
and  practice  are  not  based  upon  the  body  of 
basic  knowledge  related  to  health,  disease, 
and  health  care  that  has  been  widely  ac- 
cepted by  the  scientific  community.” 

One  Congressional  aide  who  observed  the 
weeks  of  legislative  footwork  involving  the 
chiropractors  said  the  issue  eventually  hinged 
not  on  being  for  or  against  chiropractic  but 
on  being  against  the  .'\merican  Medical  Asso- 
ciation. 

“The  AM.\  is  a lot  richer  and  many  Con- 
gressmen resent  the  large  sums  it  gives  to 
their  opponents,”  he  said.  Mr.  Crtiikshank, 
the  opponent  of  chiropractic  who  has  also 
crossed  swords  with  the  AMA  said  he  had 
lieen  approached  by  one  Congressman  who 
had  said:  “Why  are  you  of  all  people  plug- 
ging for  the  AAEA.?”  Mr.  Cruikshank  added, 
“a  lot  of  Congressmen  view  the  chiropractor 
as  the  guy  who  will  care  for  the  common 
man,  the  sort  of  guy  who  will  even  make 
house  calls.” 

Most  of  the  shaping  of  the  chiropractic  care 
provisions  was  conducted  by  subgroups  of  the 
Senate  Finance  and  the  House  Ways  and 
Means  Committees.  Representative  Williur  D. 
Mills,  the  Arkansas  Democrat,  heads  the  W^ays 
and  Means  Committee.  He  had  blocked 
chiropractic  services  in  the  past.  Some  sources 
attributed  Mr.  Mills’  stand  to  annoyance  with 
the  AMA  while  others  believed  he  was  tired 
of  standing  up  almost  alone  to  the  pressure  of 
the  chiropractors. 

But  in  agreeing  to  accept  chiropractic  ser- 
vices, the  conferees,  with  the  advice  of  HEW 
officials,  restricted  Medicare  coverage  to 
“subluxation”  of  the  spine,  a form  of  treat- 


ment that  no  one  has  as  yet  successfully 
defined.  In  addition,  x-rays,  for  which  Medi- 
care will  not  pay,  must  jjrove  the  “sublux- 
ation.” I’o  further  compound  the  issue,  HEW 
has  ruled  that  doctors  of  medicine  must  agree 
that  a subluxation  has  in  fact  occurred  and 
approve  the  reimbursement.  Also  the  con- 
ferees agreed  to  restricting  chiropractic  ser- 
vices under  Medicaid  to  “manual  manipula- 
tion of  the  spine,”  thus  ruling  out  x-rays, 
vitamin  shots,  heat  treatment,  and  other 
forms  of  treatment  that  may  have  been  cov- 
ered. 

The  Social  Security  amendments,  including 
chiropractic  services,  were  passed  by  Congress 
and  signed  by  the  President.  But  no  one  is 
Cjuite  sure  where  this  leaves  the  chiropractor. 

Committees  at  the  Health,  Education  and 
Welfare  Department  are  drafting  regulations 
for  the  chiropractors  but  they  are  unclear 
how  the  word  “sidjluxation”  should  be 
defined.  Officials  of  the  nation’s  largest  Medi- 
caid program  in  New  York  City,  where  chiro- 
practors were  reimbursed  $2  million  last  year, 
admit  they  are  baffled  over  the  changes. 


Rutgers  Medical  School 

Affiliates  with  Princeton  Medical  Center 

Years  of  cooperation  were  capped  off  by  the 
affiliation,  last  fall,  of  the  Medical  Center  of 
Princeton  with  Rutgers  Medical  School. 

Princeton  thus  becomes  the  third  medical 
center  to  be  affiliated  with  Rutgers  Medical 
School,  Raritan  \’alley  Hospital  in  Green 
Brook  being  the  prime  affiliate  and  Hunter- 
don Medical  Center  the  other  cooperating 
institution. 

Rutgers  Medical  students  will  now  be  able  to 
receive  training  at  Princeton  Hospital.  Since 
future  affiliations  will  depend  on  the  number 
of  medical  school  enrollments,  current  esti- 
mates point  to  at  least  two  more  institutions 
to  follow  Princeton’s  move.  As  of  now,  a ratio 
of  five  beds  per  student  is  required. 
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ANNOUNCEMENTS 


Clinical  Application  of  Basic  Sciences 

The  Burlington  County  Memorial  Hospital 
offers  the  following  programs  for  January  and 
February,  in  its  series  on  the  clinical  applica- 
tion of  the  basic  sciences: 


Psychiatric  Graduate  Programs 

Fair  Oaks  Hospital  in  Summit,  in  cooperation 
with  the  Academy  of  Medicine  of  New  Jersey, 
has  arranged  the  following  programs  in  a 
series  on  continuing  education  in  psychiatry: 


Febmaiy  8 
February  15 
February  22 
March  1 
March  8 
March  15 
March  22 
March  29 

April  5 
April  12 


High  Risk  Pregnancy 
Uterine  Anomalies 
Oral  Contraceptive  Agents 
Basic  Defense  Mechanism  of  the  Lung 
Thyroid  Disease 
Aesthetic  Surgery 
Use  of  Isoenzymes  in  Diagnosis 
Pre  and  Postoperative  Medical  Evalua- 
tion 

Management  of  Leukemia 
Marital  and  Sexual  Counseling 


Leetttres  are  supported  by  grants  from  Merck, 
Sharp,  and  Dohme,  and  the  sessions  convene 
promptly  at  3:30  p.m.  at  the  Summey  Build- 
ing across  from  the  hospital.  AAFP  gives  one 
and  a half  credits  per  lecture.  Additional  in- 
formation may  be  obtained  from  the  Depart- 
ment of  Medical  Education,  Burlington  Coun- 
ty Memorial  Hospital,  Mount  Holly. 


Radiologic  Seminars 

Rutgers  .Medical  School  (CMDNJ)  an- 
nounces the  following  program  in  its  series  of 
.seminars  in  radiology: 

Febrtiary  14  Data  Acquisition  Systems 
Mrs.  Dorothea  Aronson 
Milton  Hershey  Medical  Center 
March  14  Technics  of  Studying  Strokes 
Ray  Blinker,  M.D. 

St.  Vincent’s  Medical  Center 
April  18  Diagnosis  of  Renal  Masses 

Howard  M.  Pollack,  M.D. 

Episcopal  Hospital 
Li  Head  and  Neck  Cancer 

Patrick  |.  O’Kelley,  M.D. 

St.  Peter’s  General  Hospital 

Sessions  convene  at  5 jrm.  in  Fink  Room  203 
at  the  Basic  Science  Building,  Rutgers  Medi- 
cal Sdiool,  New  Brunswick — no  fee.  Further 
information  may  be  obtained  by  writing  to 
Charles  P.  diLiherii,  M.D.,  Raritan  Valley 
Hospital,  257  Greenbrook  Road,  Green 
Brook,  New  Jersey  08812. 


February  14  Medical-Surgical  Emergencies  in 

Psychiatry  — Seymour  Kuvin,  M.D. 
March  1 Adolescent  Psychiatry  — Adolescent 

Personality  — Arnold  M.  Kallen,  M.D. 
March  14  .Adolescent  Psychiatry  — Clinical  Studies 
-Arnold  M.  Kallen,  M.D. 

March  29  Adolescent  Psychiatry  — Management 

.Arnold  M.  Kallen,  M.D. 

April  11  Pharmacotherapy  of  Mental  Disorder 

George  M.  Simpson,  M.D. 

April  26  Pharmacotherapy  of  Mental  Disorder 

Nathan  S.  Kline,  M.D. 

Sessions  are  held  at  the  hospital,  19  Prospect 
Street,  Summit,  and  convene  promptly  at  3 
p.m.  Fitrther  information  may  be  obtained 
from  Granville  L.  Jones,  M.D.,  Director  of 
Research  and  Editcation  at  the  hospital. 


Graduate  Lectures  in  Surgery 

Additional  programs  in  the  “Distinguished 
Lecture  Series”  offered  by  the  Department  of 
Surgery  of  the  New  Jersey  Medical  School 
(CMDNJ)  have  been  listed  as  follows: 

February  5 Cancer  of  the  Breast 

George  P.  Rosemond,  M.D.,  Piofessoi  of 
Surgery 

Temple  University  Health  Center 
March  19  Acute  Aspiratory  Distress 

AVatts  R.  Webb,  M.D.,  Professor  of 

Surgery 

SUNY,  Upstate  Medical  Center 
April  16  Experience  in  Civilian  Disasters 

AVorthington  G.  Schenk,  Jr.,  M.D. 
Chairman,  Department  of  Surgery 
SUNA'  at  Buffalo 

The  lectures  are  held  at  4 p.m.  in  the  am- 
phitheater, 2nd  floor,  Maitland  Hospital, 

Newark.  There  is  no  charge.  Guarded  parking 
is  available  in  parking  areas  “M”  at  12th  and 
Bergen  Streets.  Other  lectures  will  be  an- 
nounced in  a later  issue.  For  further  informa- 
tion, write  to  Eric  J.  Lazaro,  M.D.,  Professor 
of  Surgery’,  Nfartland  Hospital  unit,  CMDNJ, 
65  Bergen  Street,  Netvark  07107. 
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Graduate  Program  in  Internal  Meaicine 

Rutgers  Medical  School  has  instituted  a post- 
graduate program  in  internal  medicine  for 
interns  and  residents  who  wish  to  specialize 
in  this  field.  The  program  consists  of  a year’s 
internship  followed  by  three  years  of  resi- 
dency. The  first  year’s  goal  is  to  allow  the 
intern  to  develop  his  skills  in  diagnosis  and 
treatment  to  the  point  where  he  is  able  to 
assume  full  responsibility  for  most  patients. 
Immediate  supervision  is  provided  by  the  res- 
ident and  attending  physicians. 

The  first-year  resident  has  continued  ex- 
posure to  a full  range  of  medical  problems 
along  with  responsibility  for  the  supervision 
of  interns  and  the  opportunity  to  assume  ful- 
ler responsibility  for  patient  care.  The  major 
portion  of  the  second  year  of  residency  is 
spent  pursuing  a subspecialty  elective  in 
cardiology,  hematology,  gastroenterology, 
neurology,  oncology,  psychiatry,  or  pulmon- 
ary diseases.  Those  who  wish  will  be  able  to 
spend  an  extra  year  in  their  subspecialty. 

Third-year  residents  serve  as  chief  medical 
residents  in  each  hospital.  Their  responsibili- 
ties are  for  over-all  supervision  of  patient 
care  by  the  house  staff.  The  chief  resident 
plays  a major  role  in  the  educational  pro- 
gram as  well. 

It  is  a highly  integrated  plan,  involving  four 
different  hospitals,  each  with  a major  orien- 
tation different  from  the  others.  The  four  hos- 
pitals involved  are  Raritan  Valley  Hospital  in 
Green  Brook,  Muhlenberg  Hospital  in  Plain- 
field,  the  Medical  Center  at  Princeton,  and 
Hunterdon  Medical  Center,  Flemington.  Hav- 
ing several  hospitals  involved  is  advantageous, 
since  the  scope  of  internal  medicine  is  such 
that  no  single  institution  can  readily  provide 
in-depth  exposure  to  all  the  many  varieties 
of  practice  which  today’s  students  and  house 
officers  often  have  as  their  gofils.” 

The  department  of  medicine  is  currently  ac- 
cepting applications  for  the  postgraduate  pro- 
gram in  internal  medicine  ifor  the  academic 


vear  beginning  July  1,  1973.  .\11  iiupiiries 
should  be  directed  to  Hadley  L.  Conn,  Jr., 
.M.D.,  Chairman  of  the  Department  of  Medi- 
cine, Rutgers  Medical  School,  P.O.  Box  101, 
Piscataway  08854. 

Obstetrics-Gynecology  Program 
in  Newark 

The  New  Jersey  Medical  School  (CMI)NJ) 
announces  a graduate  seminar  in  obstetrics 
and  gynecology,  March  20  and  21  at  the  Holi- 
day Inn  at  Newark  .\irport.  The  seminar  has 
the  concurrence  of  the  Office  of  Continuing 
.Medical  Education.  It  is  accredited  by  the 
New  Jersey  Academy  of  Family  Practice 
which  awards  16  hours  for  attendance  at  this 
colloquium.  For  more  details,  write  to  .\lvin 
Langer,  M.D.,  Department  of  Obstetrics  and 
Gynecology,  New  Jersey  Medical  School,  65 
Bergen  Street,  Newark  07103. 

Course  on  Emergency  Medicine 

The  Playboy  Plaza  Hotel  in  Miami  Beach  is 
the  site  of  a seminar  on  Emergency  Medicine. 
The  dates  are  March  21-24,  1973.  The  spon- 
soring agencies  (in  cooperation  with  the  Uni- 
versity of  Miami  School  of  Medicine)  are  the 
Florida  Chapter  of  the  American  College  of 
Emergency  Physicians  and  the  Emergency  De- 
partment Nurses  Association.  All  emergency 
personnel — physicians,  nurses,  and  technicians 
— are  invited.  For  more  details  please  write 
to  J.  Clifford  Findeiss,  M.D.,  11130  S.W. 
173rd  Terrace,  Miami,  Florida  33157. 

EENT  Colloquium  in  England 

The  next  New  York  Eye  and  Ear  Infirmary 
Clinical  Conference  will  be  held  April  30 
tlirough  May  4,  1973,  in  London,  England. 
Theme  will  be  the  British  and  American  ap- 
proach to  clinical  problems  in  ophthalmology 
and  otolaryngology.  Guest  speakers  will  be 
from  the  United  States  as  well  as  from  the 
Institute  of  Ophthalmology  and  Moorfields 
Hospital  in  England.  Scientific  tours  of  the 
Institute  and  Moorfields  have  also  been  ar- 
ranged during  the  conference,  .-\ddress  all  in- 
quiries to:  Jane  Stark,  Conference  Registrar, 
New  York  Eye  and  Ear  Infirmary,  310  East 
Fourteenth  Street,  New  York  10003. 
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MEETINGS  OF  MEDICAL  INTEREST 


Tills  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


1973 

February 

8 Academy  of  Medicine  of  New  Jersey 
Helene  Ftild  Hospital 
Trenton 

Caiirent  Burn  Treatment 

14  Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  County  Hospital 
Paramus 

Diet  and  Diseases  of  the  Colon 

14  Academy  of  Medicine  of  New  Jersey 
Fair  Oaks  Hospital,  Summit 

Medical-Surgical  Emergency  in  Psychiatric 
Practice 

14  Academy  of  Medicine  of  New  Jersey 
and  Jersey  City  Medical  Center 
Jersey  City  Medical  Center 

Australian  Antigen 

14  Academy  of  Medicine  of  New  Jersey 
B.  S.  Poliak  Hospital 

Jersey  City 
Hypertension 

15  Academy  of  Medicine  of  New  Jersey 
St.  Francis  Hospital 

Trenton 

Respiratory  Care 

15  Academy  of  Medicine  of  New  Jersey 
and  Englewood  Hospital 
Englewood  Hospital 
Englewood 

Interesting  Chest  X-rays 

20  Academy  of  Medicine  of  New  Jersey 
St.  .Michael’s  Medical  Center 
Newark 

I horacic  and  Cardiovascular  Cases 

21  Academy  of  Medicine  of  New  Jersey 
ar  ■■  Jersey  City  Medical  Center 

■'’2  the  JOCRN 


Jersey  City  MeMical  Center 

.Antibiotic  Prophylaxis  in  Surgical  Patients 

21  Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  County  Hospital 
Paramus 

Mechanisms  of  Antibiotic  Activity 

22  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Orange 

Interesting  X-rays  of  the  Month 

24  Academy  of  Medicine  of  New  Jersey 
Hunterdon  Medical  Center 
Flemington 

Endotoxic  Shock 

28  Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  County  Hospital 
Paramus 

Electrophysiologic  Basis  of  Cardiac 
Arrhythmias 

28  Academy  of  Medicine  of  New  Jersey 
and  Jersey  City  Medical  Center 
jersey  City  Medical  Center 
Complications  of  Hyperalimentation 

March 

1 Fair  Oaks  Hospital  and 

Academy  of  Medicine  of  New  Jersey 

Fair  Oaks  Hospital 

Summit 

Adolescent  Psychiatry 

3 St.  Barnabas  Medical  Center 

Livingston 

Post  Anesthesiology  Nursing 

7 Academy  of  Medicine  of  New  Jersey 
St.  Michael’s  Medical  Center 
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Newark 

Proper  Use  of  Cardiovascular  Drugs 

8 Academy  of  Medicine  of  New  Jersey 
and  Englewood  Hospital 
Englewood  Hospital 
Englewood 

Interesting  Chest  X-rays 

13  Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Dermatologic  Therapy 

13  Academy  of  Medicine  of  New  Jersey 
Paul  Kimball  Hospital 
Lakewood 

Proper  Use  of  Blood  Gases 

14  Fair  Oaks  Hospital  and 
Academy  of  Medicine  of  New  Jersey 
Fair  Oaks  Hospital 

Summit 

Adolescent  Psychiatry 

14  Academy  of  Medicine  of  New  Jersey 
Helene  Fuld  Hospital 
Trenton 

Proper  Use  of  Antibiotics 

20  Academy  of  Medicine  of  New  Jersey 
South  Amboy  Memorial  Hospital 
South  Amboy 

Hepatitis 

20  Academy  of  Medicine  of  New  Jersey 
St.  Michael’s  Medical  Center 
Newark 

Thoracic  and  Cardiovascular  Cases 

21  Academy  of  Medicine  of  New  Jersey 
Hospital  Center  at  Orange 

Radiotherapy  of  Breast  Carcinoma 

22  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

26  Academy  of  Medicine  of  New  Jersey 
New  Jersey  State  Hospital,  Ancora 
Hammonton 

Difficult  Diabetic  Patients 


27  Academy  of  Medicine  of  New  Jersey 
Warren  Hospital 

Phillipsburg 

Medical-Legal  As[)ects  in  Siirgcry 

28  Academy  of  Medicine  of  New  Jersey 
Perth  Amboy  Memorial  Hospital 
Perth  Amboy 

DilitTenlial  Diagnosis  of  Jaundice 

28  Academy  of  Medicine  of  New  Jersey 
St.  Michael’s  Medical  Center 
Newark 

Host  Deliciencies 

28  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 
Treatment  of  Shock 

28  Fair  Oaks  Hospital  and 

Academy  of  Medicine  of  New  Jersey 

Fair  Oaks  Hospital 

Summit 

Adolescent  Psychiatry 

April 

4 Academy  of  Medicine  of  New  Jersey 
Newark  Beth  Israel  Medical  Center 
Newark 

Modern  Treatment  of  Cancer 

4 Hamilton  Hospital 
Trenton 

Occlusive  Peripheral  Vascular  Disease 

5 Academy  of  Medicine  of  New  Jersey 
St.  Barnabas  Medical  Center 
Livingston 

Soft  Contact  Lenses 

11  Academy  of  Medicine  of  New  Jersey 

B.  S.  Poliak  Hospital 
Jersey  City 

Proper  L'se  of  .Antibiotics 

11  Academy  of  Medicine  of  New  Jersey 

Rutgers  Medical  School 
New  Brunswick 

Coronary  Artery  Surgery 
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1 1 Fair  Oaks  Hospital  and  Academy 
of  Medicine  of  New  Jersey 
Fair  Oaks  Hospital 
Summit 

I’liarmacoilierapy  of  Mental  Disorder 

17  Academy  of  Medicine  of  New  Jersey 
Mtu-tland  Hospital 
Newark 

Thoracic  and  Cardiovascular  Cases 

2()  Academy  of  Medicine  of  New  Jersey 
and  the  Radiological  Society  of 
New  Jersey 

The  Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

26  Fair  Oaks  Hospital  and  Academy  of 
Medicine  of  New  Jersey 
Fair  Oaks  Hospital 
Summit 

Pharmacotherapy  of  Mental  Disorders 

30  Academy  of  Medicine  of  New  Jersey 
Ancora  Psychiatric  Hospital 
Hammonton 
Hypertension 

May 

12-15  The  Medical  Society  of  New  Jersey 
Hacldon  Hall,  Atlantic  City 

Annual  Meeting 

13  Academy  of  Medicine  of  New  Jersey 
Princeton  UniversiU' 

Princeton 

Heavy  Particles  in  Radiation  Therapy 

16  Fair  Oaks  Hospital  and  Academy  of 
Medicine  of  New  Jersey 


Fair  Oaks  Hospital 
Summit 

Existential  Psychiatry 

23  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 

Diabetic  Neuropathy 

24  Academy  of  Medicine  of  New  Jersey 
and  the  Radiological  Society  of 
New  Jersey 

The  Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

30  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
MorristowTi 

Difficult  Diabetic  Patient 

31  Academy  of  Medicine  of  New  Jersey 
Rutgers  Medical  School 

New  Brunswick 
Annual  Awards  Dinner 


20  Academy  of  Medicine  of  New  Jersey 
and  the  Radiological  Society  of 
New  Jersey 

The  Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

20  Academy  of  Medicine  of  New  Jersey 
Rutgers  University  Medical  School 
New  Brunswick 
Radiobiology 

26  Academy  of  Medicine  of  New  Jersey 
Warren  Hospital 
Phillipsburg 

Difficult  Diabetic  Patient 
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OBITUARIES 


Dr.  Matthew  A.  Barbera 

At  the  untimely  age  of  47,  Matthew  A.  Bar- 
bera, M.D.,  died  on  December  12,  1972.  He 
was  a general  practitioner,  serving  the  people 
of  Elizabeth  and  vicinity,  and  was  active  in 
committee  work  with  our  Union  County  Med- 
ical Society.  A 1958  graduate  of  the  Medical 
School  at  the  University  of  Bologna,  he  was  a 
Fellow  of  the  American  Academy  of  Family 
Practice  and  on  the  staffs  of  Alexian  Brothers 
and  St.  Elizabeth  Hospitals  in  Elizabeth. 

Dr.  Charles  B.  Bleasby 

One  of  our  senior  members,  Charles  B.  Bleas- 
by, M.D.,  died  on  December  3,  1972,  at  the 
age  of  85.  He  had  served  the  people  of  Bergen 
County  for  sixty  years,  having  won  his  M.D. 
at  Bellevue  in  1909.  He  was  an  internist  who 
was  affiliated  for  many  decades  with  the  Pas- 
saic General  Hospital.  He  lived  in  Garfield, 
New  Jersey,  and  had  several  tours  of  duty 
as  health  officer  of  that  community.  In 
1959,  Dr.  Bleasby  was  a laureate  of  our 
Golden  Merit  Award.  He  was  active  in  the 
affairs  of  the  Bergen  County  Medical  Soci- 
ety. 

Dr.  Charles  C.  Cohan 

At  the  age  of  73,  Charles  C.  Cohan,  M.D., 
died  on  November  18,  1972.  A 1927  Bellevue 
graduate.  Dr.  Cohan  was  a long-established 
Mercer  County  general  practitioner  with  of- 
fices in  Trenton.  He  was,  for  many  decades, 
on  the  staff  of  the  Mercer  Hospital  there.  Dr. 
Cohan  retired  from  practice  in  1970  and  was 
active  in  committee  work  for  our  Mercer 
County  Medical  Society. 

Dr.  John  D.  Dickson 

One  of  the  senior  members  of  our  Bergen 
County  Medical  Society,  John  D.  Dickson, 
M.D.,  of  Bogota,  died  on  December  11,  1972 
at  the  age  of  87.  He  had  received  his  M.D. 


degree  at  ^Vestern  Reserve  in  1911  and  served 
for  many  years  as  a senior  attending  at  the 
Hackensack  Hospital.  He  was  a 1963  laureate 
of  the  Golden  Merit  Award  of  The  Medical 
Society  of  New  Jersey. 

Dr.  Malcolm  S.  Edgar 

Bom  in  1893,  Malcolm  S.  Edgar,  M.D.,  died 
on  December  5,  1972,  at  the  age  of  79.  Dr. 
Edgar,  a retired  internist,  had  for  years 
been  attending  in  medicine  at  the  Over- 
look Hospital  in  Summit.  He  was  a 1922 
alumnus  of  the  Medical  School  at  the  Uni- 
versity of  Pennsylvania  and  belonged  to  our 
Union  County  Medical  Society.  Only  last 
year  (1972),  he  was  a recipient  of  our  Soci- 
ety’s Golden  Merit  Award.  Dr.  Edgar  prac- 
ticed in  Summit  during  most  of  his  profes- 
sional career. 

Dr.  Leo  L.  Goldman 

On  December  29,  1972,  death  came  to  Leo  L. 
Goldman,  M.D.,  of  Trenton,  at  the  age  of  64. 
He  was  a 1936  alumnus  of  the  Jefferson  Medi- 
cal College  of  Philadelphia,  and  was  affiliated 
with  the  staff  of  the  Mercer  Hospital  in  Tren- 
ton. He  was  a general  practitioner  with  special 
interest  and  skill  in  dermatology,  and  active 
in  organizational  affairs  for  the  American 
Academy  of  Family  Practice.  Dr.  Goldman 
was  a member  of  the  Academy  of  Medicine 
of  New  Jersey. 

Dr,  Albert  J.  Hagovsky 

Albert  J.  Hagovsky,  M.D.,  a Bergen  County 
general  practitioner  with  special  interest  and 
skill  in  obstetrics,  died  on  November  29, 
1972.  He  had  served  the  people  of  the 
Carlstadt  area  for  30  years.  Dr.  Hagovsky  was 
a 1940  graduate  of  the  Medical  School  at 
Georgetown  University  in  Washington.  He 
was  active  in  the  affairs  of  the  American 
Academy  of  Family  Practice  and  was  58  years 
old  at  the  time  of  his  death.  He  was  on  the 
staff  at  St.  Mary’s  Hospital  in  Passaic. 

Dr.  James  P.  Harbeson 

A well-known  south  Jersey  radiologist,  James 
P.  Harbeson,  M.D.,  died  on  December  15, 
1972.  Born  in  1913,  he  was  in  the  class  of  1938 
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at  the  Medical  School  of  the  University  of 
Pennsylvania.  Dr.  Harbeson  was  an  attending 
radiologist  at  the  Cooper  Hospital  in  Camden 
ami  a member  of  our  Camden  County  Medi- 
cal Society.  He  was  a Fellow  of  the  American 
College  of  Radiology'  and  board-certified  in 
his  chosen  specialty. 

Dr.  Maxwell  Liftman 

Born  in  1914,  >faxwell  L.  Littman,  ^f.D., 
died  on  Christmas  Day,  1972,  at  the  age  of 
58.  He  Avas  a member  of  the  class  of  1950  at 
Tulane.  Dr.  Littman  rvas  well  known  in  the 
field  of  microbiologx  and  had  been  .Associate 
Professor  of  Medicine  at  Netv  York  Univer- 
sity. He  Avas  board-certified  in  microbiology. 
Dr.  Littman  Avas  a member  of  our  Bergen 
County  Medical  Society  and,  at  the  time  of 
his  death,  he  Avas  practicing  in  Demarest.  He 
Avas  a member  of  the  staff  at  the  EngleAvocKl 
Hospital. 

Dr.  John  B.  Makin 

Long  a Avell-knoAvn  figure  in  XeAv  Jersey 
medicine,  John  B.  Makin,  M.D.,  died  on 
Christmas  eve  1972.  He  Avas  84  years  old  at 
the  tune  of  his  death.  Dr.  Makin  had  been 
identified  Avith  the  Monmonth  County  Com- 
ponent Medical  Society,  having  practiced  in 
.\sbury  Park  until  his  retirement  to  Point 
Pleasant  in  1964.  BetAveen  1912  and  1927, 
he  Avas  a family  doctor  in  \V^est  \ irginia.  In 
1927  he  took  a residency  in  ophthalmology 
and  otolaryngologA  at  the  Netv  York  Eye  and 
Ear  Hospital  and  the  folloAving  year  opened 
a practice  in  .Asbuiy  Park.  He  Avas  attending 
ophthalmologist  and  otolan  iigologist  at  Jer- 
sey Shore  Medical  Center  in  Neptune,  Mon- 
mouth Medical  Center  in  Long  Branch,  and 
the  Point  Pleasant  Hospital.  Dr.  Afakin  Avas 
laureate  of  our  State  Society’s  Golden  Merit 
-\Avard  in  1961. 


Dr.  Lawrence  A.  McCay 

A massive  cerebral  hemorrhage  took  the  life 
of  LaAvrence  -A.  AfeCay,  Af.D.,  of  Elorence, 
NeAv  Jersey,  on  December  5,  1972.  Dr.  AfeCay 
had  been  school  physician  for  several  munici- 
palities in  the  Burlington  County  area,  and 
Avas  a member  of  our  Burlington  County 
Component  Afedical  Society.  He  Avas  on  the 
staff  at  the  Afercer  Hospital  in  Frenton.  A 
general  practitioner,  he  had  received  his 
AI.D.  degree  in  1954  at  Temple.  He  Avas  also 
a consultant  to  the  BordentoAvn  A’outh  Cor- 
rectional Institute  as  Avell  as  the  Johnstone 
Training  Center.  Dr.  AfeCay  Avas  only  46 
years  old  at  the  time  of  his  death. 

Dr.  Victor  Tepper 

.A  former  resident  of  AfapleAVood,  A’ictor  Tej> 
per,  Af.D.,  died  on  December  24,  1972,  at  the 
age  of  61.  He  Avas  a 1936  graduate  of  the 
Afedical  School  at  Rush.  A FelloAv  of  the 
American  College  of  surgeons,  he  Avas  long 
identified  Avith  the  Beth  Israel  Afedical 
Center  in  NeAvark  and  Avas  senior  surgeon  at 
Saint  Barnabas  Hosj)ital  in  Livingston.  Dr. 
Tepper  retired  to  Florida  in  September  1972, 
but  retained  membership  in  the  Essex  County 
Aledical  Society. 

Dr.  Leslie  Vermes 

One  of  Sussex  County’s  senior  family  doctors, 
Leslie  A'erines,  Af.D.,  died  on  December  2, 
1972,  at  the  age  of  63.  He  Avas  a 1933  medi- 
cal alumnus  of  the  University  of  A'ienna  and 
practiced  for  three  decades  in  Sussex,  Netv 
Jersey.  Dr.  A’ermes  Avas  Treasurer  of  the  Ncav 
Jersey  Chapter  of  the  American  Academy  of 
Family  Practice  and  Avas  on  the  staff  of  the 
Alexander  Linn  Hospital  in  Sussex.  He  Avas 
actice  in  the  affairs  of  the  Sussex  County 
Afedical  Society. 


Support  the  Society  tor 
Relief  of  Widows  and  Orphans 
(P.O.  Box  95,  Belleville,  N.J.) 
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BOOK 

REVIEWS 

Diabetes  Mellitus:  Diagnosis  and  Treatment,  Vol.  3. 

Stefan  E.  Faians,  M.D.  and  Karl  E.  Sussman,  M.D., 

Editors.  New  York,  American  Diabetes  Association, 

1971.  Pp.  430.  ($5.75) 

.Since  1964,  (he  American  Dialietes  Association  has 
been  publishing,  every  few  years,  a practical  anti  con- 
cise summary  of  up-to-date  information  for  the  prac- 
titioner ititerested  in  his  specialty.  But  this  year  the 
editors  of  this  authoritative  compendiitm  (both  out- 
standing researchers  in  diabetes)  went  much  fttrther 
than  before.  The  list  of  the  cotitribtttors  looks  like 
"Who’s  \Vho”  in  diabetology. 

The  last  few  years  have  brought  such  embarras  de 
richesse  of  research  in  this  specialty— frequently  with 
opposite  results  and  conclusions— that  an  innovative 
approach  is  tints  called  for.  Here  the  individual  chap- 
ters are  presented  by  aitthorities  mostly  interested  iti 
their  particular  subspecialty.  When  their  conclusions 
were  at  variance  with  those  of  another  investigator, 
his  dissertatioti  followed  the  paper  of  the  first  one.  In 
this  way,  the  reader  becomes  acquainted  with  the  new- 
est investigative  procedures  in  different  medical  centers 
and  gets  a mtich  deeper  understanding  of  the  fluid 
concepts  rather  than  a cut-and-dried  didactic  lecture. 
These  last  few  years  can  be  described  as  the  most  criti- 
cal stage  in  the  investigation  of  diabetes  since  the  dis- 
covery of  instiliti. 

This  book  is  recotnmended  primarily  for  the  physician 
who  has  a thorough  understanding  of  the  subject 
rather  than  the  general  practitioner  who  wants  pat 
atiswers  to  his  particular  problem. 

Otto  Bratidmati.  M.D. 

The  Descendants  of  Doctor  Benjamin  Lee  and 

Dorothy  Gordon.  Maurice  G.  Gordon,  M.D.  et  al. 

Ventnor,  (NJ),  Ventnor.  Publish, ers,  1972.  Pp.  176. 

Illustrated  ($8.50) 

This  tinusnal  book  represents  a collective  effort  on  the 
part  of  several  generations  of  one  family.  The  patri- 
arch, Dr.  Benjamin  Lee  Gordon  of  Ventnor,  who  died 
in  196;)  at  the  age  of  94,  was  a competent  Hebrew 
scholar.  In  his  numerous  writings  on  medical  his- 
tory, the  references  to  Hebraic  medicine  show  the 
clearest  evidence  of  original  research.  Qtiotes  from  his 
pen  are  interspersed  haphazardly  throughout  the  text. 

Had  the  volitme  under  consideratioti  been  intended 
solely  for  private  circulatioti  among  relatixes  aiul 
liiends  there  would  have  been  no  reasoti  to  criticize 
tbe  unconcealed  pride  of  family,  verging  on  self-adula- 
tion which  pervades  it.  Since  the  work  is,  however, 
being  exposed  for  public  consumption  a reviewer  may 
properly  remove  bis  kid  gloves  before  preparing  bis 
commetits. 

Dr.  Cyrtis  Gordon's  attempt  to  establish  a link  be- 
tween the  ancient  Hebrews  and  Central  America  on 
the  basis  of  a single  inscription  is  certainly  intriguing, 
but  tbe  article  at  once  brings  to  mind  the  Kensingtoti 
runic  stone  about  which  scholars  have  been  arguing 
for  almost  a century.  I suspect  that  in  this  case  again 
one  must  remain  wary  until  further  ecidence  is  foith- 


cotning.  Incidentally  the  Acncid  has  the  Trojans 
rather  thati  the  Rotnans  a[)proaching  the  I.avinian 
shore  by  sea  (p.  16)  . 

Dr.  Maurice  Bear  Gordon,  attthor  of  the  compendiotts 
Aesculapius  Comes  to  the  Colonies  has  contribtited 
an  article,  “Dr.  .Samuel  Drownc’s  Journal,’’  adorned  by 
a cotnplete  but  needless  reproduction  of  tbe  tbe  manit- 
script,  which  adds  nothing  to  scholarship,  bitt  much 
to  the  cost  of  the  book.  Iti  fact  this  .so-called  "lost” 
joitrnal  is  well  known  to  scholars  and  has  been  in 
print  for  almost  a hundred  years.  It  is  of  mttcli  less 
interest  to  the  tnedical  historiati  thati  the  inlormative 
diaries  writteti  by  Drownc  duritig  the  earlier  sears  of 
tbe  Revohitioti. 

Among  the  articles  contributed  by  tbe  yoitnger  gen- 
eration (all  of  which  showed  varying  degrees  of 
originality)  I particularly  liked  "What’s  New  svith 
Edmtind  Burke”  by  Jonathan  Benjamin  Baker,  ’’.Aller- 
gy and  Ecologs”  by  Gordon  I’bilo  Baker,  and  the  one 
on  Mexican  "spirit-companions”  by  Rachel  Retulall 
Gordoti. 

•As  for  the  efforts  in  search  of  the  Mttses,  I found 
the  tmisical  criticisms  too  sophotnoric,  e\en  for  \an- 
couver,  the  poetry  too  personal  and  enigmatic  to  move 
me,  the  sailpture  easily  forgettable.  I do  believe, 
however,  that  Deborah  J.  Gordon  has  a geiutitie 
mastery  of  pure  line,  and  found  her  wocKlcuts  and 
especially  the  two  portrait  sketches  impressive  atul 
powerfni.  If  she  ever  finds  herself  in  need  of  a sttb- 
ject  I should  like  to  voltinteer. 

Morris  H.  Saffron.  M.D. 

Urinary  Tract  Infection  and  its  Management. 

Donald  Kaye',  M.D.,  Editor.  St.  Louis,  Mosby,  1972. 

Pp.  290.  Illustrated.  ($22.50) 

This  book  considers  the  etuire  subject  of  urinary  tract 
infection  from  its  definition  through  diagnosis,  pathol- 
ogy, atul  epidemiology',  and  oti  to  its  medical  atul 
surgical  management.  Each  of  the  thirteen  authors 
has  presented  his  material  carefully  atul  precisely,  so 
that  even  the  practitioner  who  deals  with  this  disease 
each  dav  is  amazed  at  the  nntnber  of  fine  distinctions 
here  uncovered.  For  example,  clean  catch  urinary 
colony  counts  over  lOO.OOO  per  milliliter  are  sigiiificatit 
in  the  female,  while  those  over  10,(K)()  per  milliliter  in 
the  male  “probably  represent  sigtiificant  bacterittria.” 

In  matiagement,  specific  recotnmendations  are  made 
sitch  as  radiographic  evahiation  of  all  children,  all 
men,  and  most  women  with  a sitigle  documented  epi- 
sode of  nritiarv  infection.  .Also,  followitig  treatment, 
repeat  itrine  cultitres  are  advised  at  2 weeks,  6 weeks, 
and  6 motiths  after  cessatioti  of  thera|)y. 

Dr.  Kaye  has  edited  this  relatively  short  book  stiperbly 
bv  eliniinating  any  duplication  of  tnaterial,  bv  writitig 
the  b(K)k  iti  simple  language,  and  by  orientitig  it  to 
the  tieeds  of  the  practicing  phvsiciati.  No  longer  are 
we  told  to  wait  for  the  resttlts  of  a itrine  cnlinre  in  a 
symptomatic  patient;  we  begin  therapv  after  obtaining 
the  urine  culture  and  switch  drugs  later  on,  il  neces- 
sary. 

This  is  an  excellent  book  for  the  practitioner  to  add 
to  his  librarv.  He  will  refer  to  it  on  a regular  basis, 
whether  he  be  a family  phvsician,  pediatrician,  in- 
ternist, urologist,  or  nephrologist.  Its  high  level  of 
academic  achievement,  together  with  its  precision, 
conciseness,  and  easy  readability,  make  it  an  ouistand- 
ing  acejnisition  for  anv  physician  who  is  treating  uri- 
narv  infections.  Fry  it— you'll  like  it. 

Robert  H.  Stackpole.  M.D. 
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EMERGENCY  ROOM  PHYSICIAN 


ADDITIONAL 

PERSONNEL 


For  500  bed  General  Hospital  in  a 
pleasant  suburban  community,  20  miles 
from  N.Y.C.  New  modern  Emergency 
Room  facilities.  Excellent  salary  plus 
fringe  benefits. 


See  Page  84 


Contact:  Personnel  Director 
Overlook  Hospital 
193  Morris  Avenue 
Summit,  New  Jersey  07901 


WANTED 

Established  seven-man  emergency  room 
Physicians  group.  Desires  expansion  to  staff 
Emergency  Room  for  progressive  600  bed 
medical  center.  Averages  43,000  out-patients 
per  annum.  Population  145,000.  Ideal  year 
round  climate.  Excellent  compensation  and 
working  conditions.  Adequate  leisure  time. 
Send  complete  resume  to: 

Damon  D.  King,  Administrator 
Medical  Center  of  Central  Georgia 
P.  O.  Box  6000 
777  Hemlock  Street 
Macon,  Georgia  31208 


INTERNS  NEEDED 

GENERAL  PRACTICE  for  87  bed  fully  ac- 
credited community  hospital  in  Southern 
New  Jersey.  E.C.F.AA.G.  Certificate— $1  8,- 
000— Blue  Cross/Blue  Shield.  Midway 
Philadelphia— Atlantic  City  30  minutes 
away.  Opening  July  1,  1973.  Send  full 
particulars  to  Box  No.  39,  c/o  THE 
JOURNAL. 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android  5“" 

Methyltestosterone  N.R-5  mg. 

AndroicT  10 

Methyltestosterone  N.F.  -10  mg. 


DESCRIPTION:  Methyltestosterone  is  17/^Hydroxy•17-MethyIandrest•4•en 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency. 
3.  impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor- 
chidism with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  er  renal  disease,  in  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre- 
cocious sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  FBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention.  • Priapism  • Virili- 
zation in  female  patients  • Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  strkly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION 
In  the  male: 

Eunuchoidism  and  eunuchism 
Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5.  10.  25  mg.  in  bottles  of  60,  250. 


Average  Daily  Dosage 
Tablets 

10  to  40  mg. 


Android  25 

Methyltestosterone  N.F.  -25  mg. 


Write  tor  Literature  and  Samples 

( BR0TO?fc 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street,  Los  Angeles,  California  90057 


CLASSIFIED  ADVERTISEMENTS 


INTERNIST  WANTED  — To  join  three-man  internist 
corporation  in  Northwest  New  Jersey,  no  investment, 
all  benefits,  send  biography  to  Box  No.  32,  c/o  THE 
JOURNAL. 


INTERNIST-CARDIOLOGIST  WANTED-Board  certified, 
qualified  to  associate  with  Internist-Cardiologist  and 
Gastroenterologist  in  Northern  New  Jersey  for  July 
1973.  Curriculum  vitae  with  reply.  TVrite  Box  No.  37, 
c/o  THE  JOURNAL. 


INTERNIST  WANTED —Internist  with  or  without  sub 
specialty.  Board  eligible  or  certified.  Two-man  partner- 
ship, Northern  New  Jersey.  Reply  Box  No.  43,  c/o 
THE  JOURNAL. 


ORTHOPEDIST— Board  certified.  Desires  association 
with  established  orthopedist.  Write  Box  No.  40,  c/o 
THE  JOURNAL. 


OT9LARYNGOLOGIST  WANTED -Well  established 
rapidly  expanding  practice  in  Northern  New  Jersey. 
Excellent  opportunity.  All  aspects  of  surgery  per- 
formed. Curriculum  vitae  with  reply.  Write  Bo.x  No.  41, 
c/o  I HE  JOURNAL. 


FOR  SALE -Home-Office,  beautiful  1.5  room  home- 
office  and  established  Family  Practice.  Landscaped 
acre,  3 minutes  from  hospital.  Outstanding  suburban 
North  Jersey  shore  community.  Owner  leaving  to  teach. 
Priced  in  6 figures.  TVrite  Box  No.  42,  c/o  THE 
JOURNAL. 


OFFICE  SPACE— Crandford,  1000  square  feet  suites 
available  to  lease  or  purchase  in  new  professional 
building  under  construction.  Designed  to  vour  needs. 
\Vrite  Box  No.  34  c/o  THE  JOURNAL. 


Informafion  for  Adverfisers — RATES;— S5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL”  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month 


ADDITIONAL 

PERSONNEL 
See  Page  84,  168 


BUY  DIRECT  FROM  THE  MANUFACTURER  AND  SAVE 
EXECUTIVE  CABINET  COMPANY 

— Modular  Medical  Cabinetry — 

912  South  Ave. 

Plainfield,  N.J.  07060 
(201)  753-4220 


DELINQUENT  DEBTS 

COLLECT  YOUR  DELINQUENT  DEBTS  for 
just  PENNIES  per  letter  (US  patent  880,919). 

Never  a collection  fee. 


Send  for  FREE  sample  kit  to: 

AUDIT  CONTROLS,  INC. 

101  Brookside  Avenue 
Fair  Lawn,  N.  J.  07410 


NEW  PROVIDENCE  MEDICAL  CENTER 

Announcing  the  impending  construction  of  an 
extensive  Medical  Building  designed  and 
built  featuring  the  ultimate  in  medical  office 
facilities.  Located  in  the  center  of  New  Provi- 
dence just  three  miles  from  Overlook  Hos- 
pital, the  building  will  offer  quick  accessi- 
bility to  this  and  other  hospitals.  Doctors 
indicating  an  interest  during  the  design  stage 
may  reap  the  additional  advantage  of  having 
suites  custom  designed  to  meet  their  own 
specific  requirements.  Occupancy  is  sched- 
uled for  January  1,  1974.  All  inquiries  should 
be  directed  to  Mr.  Townley  at  (201)  754- 
7755. 
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100  Tablets 

250  mg- 


E-Mycin 


(ery 


thromyc'”^ 

g0O 
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Ilf*** 


E-Myciif 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upiphn 


The  Upjohn  Company.  Kalamazoo,  Michigan  49001 


1972  THE  UPJOHN  COMPANY  JA72-21«Jl‘6 


EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol 0.005  mg. 

Methyltestosterone 1.25  mg. 

L-lysine  100  mg. 

Nicotinic  Acid  12.5  mg. 

Iron  (from  Ferrous  Sulfate)  2.82  mg. 

Vitamin  A 2,500  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0.1  mg. 

Vitamin  B-12 1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate  2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate)  . . 0 25  mg. 

Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  Iodide) 0.075  mg. 

Calcium  (from  Dicalcium  Phosphate)  . 72.5  mg. 

Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 

Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  “middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE.  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females.  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period.  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only. 

TESTAND-B  INJECTABLE:  VIALS  OF  lOcc. 

Testand-B 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  11001 
Pioneers  in  Geriatric  Research 
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librium  and 

^hlordiazepoxkle  HCI) 


concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensi\  e agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  ])sychologic  and  j)hysical  dysfunc- 
tions; indicated  ^v  hen  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  conftision,  partic- 
tdarly  in  the  elderly  and  debilitated. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


in relief  of  clinically 
significant  anxiety 


Ubriunr 

(chlordiazepoxide  HCI) 


S-mgf  IO-mg9  25-mg  capsule 
up  to  lOO  mg  daily  in 
severe  anxiety 
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tated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


i-<  ft  . 

O 1 ! 

n 0)  , 

elderly  and  debilitated.  These  ^ % 

ble  in  most  instances  by  prope 
adjustment,  but  are  also  occa;  ^ 
served  at  the  lower  dosage  ran  § 
few  instances  syncope  has  bee 
Also  encountered  are  isolated  >o 

skin  eruptions,  edema,  minor  t , 

irregularities,  nausea  and  cons  o j 
extrapyramidal  symptoms,  inc  j 

decreased  libido— all  infrequer 
generally  controlled  with  dosag  ' 

tion;  changes  in  EEC  patterns  ( j 

fast  activity)  may  appear  during  anu  aiier 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion 
ally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 
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Endorsed  Insurance  Flans 


$2,200  ACCIDENT  AND  HEALTH  INSURANCE 
$1,200  a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 
$2,200  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident— Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $150,000  of  Convertible  Term  Life  Insurance 

(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

$10,000  to  $50,000  of  Convertible  Term  Life  Insurance 

available  for  spouse,  dependent  children 
and  employees. 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$25,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $750  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

HOSPITAL-MONEY  PLAN 


$20-$30-$40  per  day  paid  for  each  day  that  you  or  your  dependents 
$50-$60  hospitalized,  from  the  first  day  for  as  long  as  365 

days  for  any  one  accident  or  sickness.  Benefits  are  tax-free. 

★ ★ ★ 


SIX  POINT,  HIGH-UMIT  ACCIDENT  INSURANCE 
$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance.  $100,000  maximum  for  spouse  (without 
disability  benefit). 

★ ★ ★ 


H.R.  10  (KEOGH)  RETIREMENT  PLAN  ★ ★ CORPORATE  MASTER  PLAN 

NEW  — EPIC  AUTOMOBILE  INSUR.ANCE  — NEW 


APPLICATIONS  CONSIDERED  AT  ANY  TIME 
Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations 
for  acceptance  of  risks.  New  members  have  special  privileges  during  the  first 
few  months  of  membership;  ask  for  specific  details  if  you  were  recently  elected 
or  have  applied  for  membership. 

Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET,  JERSEY  CITY,  NEW  JERSEY  07302  (201)  DEIaware  34341 


The  Rx  that  sa^ 

“Rela)^ 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. . .yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a "roller-coaster  " nor  a " hangover " effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers.* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs. 


Buliisol  SODIUM 

(SODIUM  BUTABARBITAL) 
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Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in;  moderate  to  severe  hepatic  disease; 
Withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at 
daytime  sedative  dose  levels,  skin  rashes,  "hangover"  and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  t.i.d  or  q.i.d.  For  hypnosis.  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg..  50  mg..  100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol  7°'i). 
BUTICAPS®'  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg..  30  mg.. 
50  mg..  100  mg. 


McNEIL  I McNeil  Laboratories,  Inc..  Fort  Washington.  Pa.  19034 


AVOID  P01ASSIUM  DEFICIENCY  WITH.. 

KLYTfo.  KLYT^GL 

potassium  supplement  potassium  supplement  with  chloride 

Manifestations  of  potassium  deficiency  may  range  through  a variety  of  signs 
and  symptoms  including  muscular  weakness  and  fatigue . . . cardiac  alterations 
discernible  by  characteristic  ECG  tracings . . . impaired  mental  function  and  diminished 
reflexes. . . impaired  respiration . . . anorexia  and  abdominal  distention. 

The  etiology  of  hypokalemia  is  also  broad,  encompassing  a number  of  clinical 
conditions.  But  most  important  of  all  may  be  a course  of  treatment  that  causes 
excessive  loss  of  body  potassium— such  as  thiazide  diuretics  and  corticosteroids. 

No  matter  what  the  etiology,  the  solution  is  usually  potassium 
supplementation. 

What  better  way  to  supplement  than  with  K-Lyte  or  K-Lyte/Cl.  Efferves- 
cent K-Lyte  tablets  supply  the  usually  recommended  dose  of  50  mEq.  potassium  daily 
in  just  two  tablets.  When  chloride  is  also  desirable,  K-Lyte/ Cl  provides  it  in  the  pre- 
ferred 1:1  ratio  to  potassium.  Both  forms  are  accurate  and  reliable  sources  of  electro- 
lyte replacement.  Administration  in  “pre-dissolved”  form  reduces  the  potential  for 
G.I.  irritation.  Finally,  you  have  a choice  of  three  delicious  flavors— a taste  of  oranges, 
tangy  lime  or  fruit  punch— all  good  enough  to  drive  a patient  to  drink. 


K-Lyte 


Each  efiervescent  tablet  in 
solution  supplies  25  mEq.  potas- 
sium as  bicarbonate  and  citrate 


K-l^te/a 


Each  dose  of  powder  in 
solution  supplies  25  mEq. 
potassium  chloride 


Each  tablet  or  dose  must  be  completely  dissolved  before  taking. 

Indications:  K-Lyte  and  K-Lyte/Cl  are  oral  potassium  supplements  for  therapy  or  prophylaxis  of  potassium  deficiency. 
Particularly  useful  when  thiazide  diuretics  or  corticosteroids  cause  excessive  excretory  potassium  losses.  Contraindica- 
tions: Impaired  renal  function  with  oliguria  or  azotemia;  Addison’s  disease;  hyperkalemia  from  any  cause.  Warnings 
and  Precautions:  Since  the  amount  of  potassium  deficiency  may  be  difficult  to  determine  accurately,  supplements  should 
be  administered  with  caution,  and  dosages  adjusted  to  the  requirements  of  the  individual  patient.  Potassium  intoxication 
rarely  occurs  in  patients  with  normal  kidney  function.  Symptoms  of  potassium  intoxication  are  variable.  They  include 
listlessness,  mental  confusion,  and  tingling  of  the  extremities.  Frequent  checks  of  the  clinical  status  of  the  patient,  ECG, 
and  serum  potassium  level  are  desirable.  In  established  hypokalemia,  attention  should  also  be  directed  toward  other 
potential  electrolyte  disturbances.  Potassium  supplements  should  be  given  cautiously  to  digitalized  patients.  To  mini- 
mize the  possibility  of  gastrointestinal  irritation  associated  with  the  oral  ingestion  of  concentrated  potassium  salt  prepa- 
rations, patients  should  be  carefully  directed  to  dissolve  each  dose  completely  in  the  stated  amount  of  water.  K-Lyte/Cl 
contains  approximately  20-25  Calories  of  sucrose  per  dose  which  should  be  considered  for  patients  with  restriction  of 
caloric  intake.  Adverse  Reactions:  Nausea,  vomiting,  diarrhea,  and  abdominal  discomfort  may  occur  with  the  use  of 
potassium  salts.  Dosage  and  Administration : Adults;  1 tablet  or  dose  completely  dissolved.  2 to  4 times  daily,  depending 
upon  the  requirements  of  the  patient:  K-Lyte:  1 tablet  (25  mEq.  potassium)  in  3 to  4 ounces  of  cold  or  ice  water; 
K-Lyte/Cl:  1 dose  (25  mEq.  potassium  chloride)  in  6 ounces  of  cold  or  ice  water.  The  normal  adult  daily  requirement 
is  approximately  50  mEq.  of  elemental  potassium.  NOTE:  It  is  suggested  that  these 
products  be  taken  with  meals  and  sipped  slowly  over  a 5-10  minute  period.  How  Supplied: 

K-Lyte;  Efiervescent  tablets— boxes  of  30  and  250  (orange  or  lime  flavors).  K-Lyte/Cl: 

Powder,  cans  of  30  measured  doses  with  scoop  (fruit-punch  flavor).  R 
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acute  arthritic  inf  lamination...  heat  that  freezes 

I n acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 
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Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 


Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  is  a potent  drug;  its 

misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia. 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, LyelTs  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis). anaphylactic  shock,  urticaria,  arth- 
ralgia. fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  including  dosage, 
please  see  full  prescribing  information. 

GEIGY  Pharmaceuticals  ? 

Division  of  CIBA-GEIGY  Corporation  S 

Ardsley,  New  York  10502 
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He  ¥K>n*t  resist 
feeling  better  witi 

Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LIQUID 


‘'lAIMTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Division  oi  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


'riaiiiiiuc*Syrap...the  orange  medicine  from  Dorsey 

Dorsey  Laboratories  / Division  of  Sandoz- Wander,  Inc.  / Lincoln,  Nebraska  68501 


Not  too  little,  not  too  much... 
but  just  ri^t! 

‘‘Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs — 
without  regard  to  package  size. 

IlosoneXiquid  250 

Er^lhaxnycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


EDITORIALS 


Physicians’  Union 

In  America — and  perhaps  only  in  the  USA — 
most  of  our  factory  workers  own  their  own 
cars,  and  their  homes  include  modern  labor- 
saving  devices.  Principal  reason  for  this  high 
standard  appears  to  be  the  success  of  the 
labor  unions  in  raising  workers’  wages  to  the 
point  where  most  w'orkmen  can  conform  to 
this  living  standard.  Labor  unions  are  also 
properly  credited  with  having  had  enough 
clout  to  get  a variety  of  fringe  benefits  (vaca- 
tion, sick  benefits,  retirement  plans,  and  so 
on)  for  their  members.  With  these  benign 
examples,  it  is  a temptation  to  ask  why 
shouldn’t  physicians  become  part  of  the  labor 
movement. 

Speaking  to  this  point  at  the  AMA  conven- 
tion in  June  1972,  President  Carl  A.  Hoffman 
characterized  the  power  of  a union  to  get 
these  results  as  an  example  of  “controlled 
conformity.’’  This  is  an  accurate  phrase,  since 
a union  cannot  win  a reputation  for  responsi- 
bility, unless  it  can  persuade  its  members  to 
conform  to  union  doctrine. 

The  ultimate  weapon  of  a union  is  the  strike 
or  a threat  of  a strike.  Without  that,  all  of  the 
union’s  pleas  may  be  dismissed  as  simply  talk. 
But  a strike  against  sick  patients  is  obviously 
indefensible — doubly  so  since  the  patients  are 
rarely  legitimate  targets  in  the  industrial  dis- 
pute. There  is  also  a philosophical  difference 
in  that  a traditional  labor  dispute  is  between 
a large  number  of  workers  and  a small  hand- 
ful of  “bosses.”  But  in  doctor-patient  negotia- 
tions, it  is  between  a small  number  of  physi- 
cians and  a large  number  of  patient-“bosses.” 

The  recent  membership  survey,  conducted  by 
the  Council  on  Medical  Services,  revealed 
that  just  over  20  per  cent  of  us  expressed 
some  interest  in  a union  or  guild.  However,  it 
was  evident  at  the  membership  hearings 
(held  in  each  Judicial  District  last  summer) 


that  many  who  were  speaking  for  unionism 
of  the  profession  did  not  desire  unionism’s 
forced  conformity,  dues,  strikes,  secondary' 
boycotts,  or  the  prolilem  cjf  public  resent- 
ment. And  so  the  matter  was  voted  upon  at 
the  special  session  of  the  House  of  Delegates 
last  November.  A resolution  “that  The  Medi- 
cal Society  of  New  Jersey  cooperate  in  the 
formation  of  a physicians’  guild”  was  reject- 
ed—167  to  108. 

Controlled  conformity,  in  Dr.  Hoffman’s  felic- 
itous phrase,  is  not  yet  part  of  the  ideal  system 
of  the  medical  profession. 


Eating  as  a Social  Science 

What  the  human  being  eats,  and  how  that 
food  is  prepared,  is  as  much  an  element  of 
social  science  as  it  is  food  science.  Dr.  Roy 
Morse  of  the  Food  Science  Department  at  the 
Rutgers  College  of  Agriculture  and  Environ- 
mental Science  offered  that  reaction  when 
asked  about  “health”  foods,  and  the  claims 
made  by  manufacturers  and  vendors. 

Dr.  Morse  pointed  out  the  hazy  meaning  of 
the  label  “health  foods”  as  he  commented  on 
predictions  about  the  subject.  “Barrons  says 
that  by  1975  about  40  per  cent  of  all  foods 
will  be  called  that.”  The  public  has  become 
anxious  about  verbal  contrasts  between  “natu- 
ral” versus  “synthetic,”  or  “organic”  versus 
“chemical,”  and  deserves  an  explanation  to 
ease  that  anxiety.  “Cooking  is  a type  of  food 
processing.  Once  human  society  goes  down 
the  road,  where  does  it  stop?”  asks  Dr.  Morse. 
“Indeed,  once  we  assert  our  human  nature, 
we  leave  behind  the  natural  world,  and  must 
resolve  that  dilemma  of  ‘natural’  versus  ‘proc- 
essed’ foods.” 

The  emotional  state  of  mind  about  food 
differs  little  from  the  attitude  toward  cheese 
that  some  African  tribes  display.  “They  re- 
gard it  simply  as  rotten  milk.  Although  it  may 
be  technically  correct  for  Roquefort,  it  is  ir- 
relevant in  determining  food  safety.” 
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Eating  is  not  simply  a refueling  operation,  it 
is  as  much  a social  custom  as  it  is  nourish- 
ment, “but  social  custom  fails  in  deciding 
what  is  healthful  and  what  is  not.” 

Tradition  is  a possible  guide.  The  Chinese 
used  to  bury  eggs  in  the  soil,  dig  them  up 
years  later,  and  eat  them  safely.  But,  they 
knew  that  eggs  left  in  the  open  would  really 
rot  because  a different  kind  of  micro-organism 
would  have  attacked  them.  Today  people  at- 
tempt vegetarian  diets  without  knowing  how 
the  Orientals  provided  proteins.  The  Orien- 
tals use  chick  peas  and  millet  to  do  this.  “I’m 
not  against  vegetarianism  as  such,  but  you 
have  to  know  what  you’re  doing  when  you 
take  up  a diet  fad,”  explained  Dr.  Morse. 
Mmlern  technology  has  provided  humans 
with  new  convenience  foods  and  invented 
foods  that  complicate  the  business  of  calculat- 
ing nutritional  intake.  He  sees  the  day  coming 
when  nutritional  labeling  will  be  a common 
practice.  It  will  be  a step  forward  in  educa- 
ting the  pul)lic  to  a state  of  food  awareness. 


Restriction  on  Barbiturates 

The  American  Medical  Associaton  opposes 
further  government  restrictions  on  barbitur- 
ates. Dr.  Henry  Brill,  a member  of  the  .A.MA’s 
Committee  on  Alcohol  and  Drug  Depen- 
dence, pointed  out  to  the  Senate  Juvenile  De- 
linquency Subcommittee  that  barbiturates 
and  other  sedative  drugs  already  are  subject 
to  tight  controls  under  a federal  law — penal- 
ties for  illicit  sale,  restrictions  on  refilling  of 
prescriptions,  and  mandatory  registration  by 
physicians  who  prescribe  or  dispense  them. 

“ I o add  to  the  present  restrictions  on  barbit- 
urates so  as  to  reduce  medical  overuse  would 
lie  a disservice  to  patients  who  need  them,” 
Dr.  Brill  said.  “Xot  only  would  it  be  more 
ililficult  to  prescribe  and  administer  such 
drugs,  it  would  raise  the  costs  of  hospital  care 
in  projiortion  to  the  additional  record  keep- 
iu'  and  reporting  that  would  be  retpiired  of 
>ns,  where  so  great  a propor- 
tion -:d.:d  o-s  aic  ilsed  in  therapy. 


“On  the  other  hand,  we  vigorously  support 
efforts  to  control  street  traffic  and  diversion  of 
drugs.  We  also  subscribe  to  and  support  the 
intensification  of  education  and  persuasive 
technics  to  help  assure  the  proper  utilization 
of  these  drugs  in  medical  practice.  We  urge 
medical  schools  to  incorporate  comprehensive 
material  on  drug  abuse  and  drug  dependence 
in  their  curricula,  stressing  the  importance  of 
an  accurate  assessment  of  the  abuse  and  de- 
pendence potential  of  patients  when  psy- 
choactive drugs  are  medically  indicated.  Con- 
tinuing education  efforts  should  stem  largely 
from  drug  utilization  committees  in  hospitals 
where  the  medical  staff,  house  officers,  and 
nursing  personnel  can  benefit  from  an  on- 
going evaluation  of  prescribing  practices.” 


A Necropsy  on  Autopsy? 

The  Joint  Commission  no  longer  requires  a 
certain  percentage  of  autopsies  for  hospital 
accreditation.  The  decision  presumably  re|3- 
resents  the  combined  wisdom  of  a group  of 
experts  on  hospital  standards.  Yet,  in  a way,  it 
is  too  bad.  In  the  non-teaching  hospital,  the 
autopsy  may  represent  the  only  research  effort 
possible.  The  autopsy  is  a gage  of  a stimulus 
to  good  quality  patient  care.  It  is  a sharp 
revealer  of  clinical  acumen.  To  abolish  the 
autopsy  is  to  imply  (with  some  arrogance) 
that  we  now  know  all  we  need  to  know  about 
disease  processes.  But  with  the  use  of  new, 
potent,  and  potentially  toxic  drugs,  we  need 
some  way  of  Judging  both  their  effectiveness 
and  their  safety.  With  advanced  surgical  tech- 
nics, we  need  a gage  for  evaluating  them.  The 
autopsy  opens  the  door  to  appraising  the  hu- 
man reaction  to  additives,  pollutants,  radia- 
tion, toxins,  and  pesticides.  With  so  many  pa- 
tients dying  at  an  advanced  age,  the  autopsy 
ju'ovides  netv  teaching  and  learning  in  geri- 
atrics. It  is  true  that  autopsies  are  not  profit- 
making activities.  Most  departments  of  path- 
ology earn  more  by  their  work  in  hematology, 
and  clinical  and  surgical  pathology.  But  this 
hardly  justifies  our  abandonment  of  the  meth- 
od which  orginated  the  modern  era  of  scien- 
tific medicine. 
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ORIGINAL  ARTICLES 


Reaction  to  mismatched  blood  transfusion  is  best 
handled  by  the  kind  of  team  approach  here  described. 

Management  of  Mismatched 
Blood  Transfusion  Reaction* 

Report  of  a Case 


T.  Gopalrao,  M.D.,  ef  o/./Pittsburgh 

Although  the  hazards  of  blood  transfusion 
(like  allergy  reactions  and  major  blood  in- 
compatability)  have  been  reduced,  the  acci- 
dents due  to  mismatched  blood  transfusion 
do  occur,  even  in  well  organized  laboratories. 
It  is  estimated^  that  about  12,000  deaths  oc- 
cur annually  in  the  United  States  alone  by 
transfusion  reactions. 

Since  the  sequela  of  such  an  accident  is  a 
grave  one,  the  management  of  this  complica- 
tion should  be  known  by  everyone.  This  pa- 
per reports  such  a case  which  was  successfully 
managed  by  organized  teams. 

A 36-year  old  male  was  admitted  for  excision  of  re- 
current lumbar  disc  and  fusion  of  vertebrae.  Preopera- 
tive investigations  showed  hemoglobin  9.9  Grams; 
hematocrit  38  per  cent;  WBC  5700;  polys  57;  lymphs 
40  per  cent;  RBC  2.86  millions;  calcium  9 mg.;  albu- 
min 4.2  gms.;  bilirubin  0.4  mg.;  alkaline  phosphatase 
45  mu/ml;  LDH  125  mu/ml;  and  SCOT  45  mu/ml. 
Electrocardiogram  showed  no  definite  abnormality. 
Chest  x-ray  was  normal.  His  blood  type  was  “O”  posi- 
tive. 

He  had  had  blood  transfusion  a year  ago  during  pre- 
vious surgery.  While  undergoing  the  operation  this 
time,  he  received  1000  cc.  of  whole  blood  of  group 
“B”  positive,  by  accident.  Patient  had  a smooth  course 
during  surgery.  Immediately  Mannitol,®  25  Grams,  25 
per  cent  intravenously,  was  started.  Renal  dialysis 
team  and  shock  team  were  summoned  to  the  recovery 
room. 

While  the  patient  was  recovering  from  anesthesia, 
blood  was  drawn  for  hemoglobin  and  hematocrit, 
electrolytes  and  plasma  hemoglobin  level.  Central 
venous  pressure  (CVP)  monitoring  was  started.  Intra- 
arterial pressures  were  monitored  continuously  in  the 
radial  artery.  Patient’s  respirations  were  assisted  with 
40  per  cent  oxygen  by  a mechanical  ventilator,  .-\rterial 
blocxl  was  sent  for  gas  studies.  Cardiac  monitor  was 
started  on  an  oscilloscope. 


While  the  patient  was  being  observed,  in  about  15 
minutes,  he  became  severely  cyanosed,  lethargic,  and 
had  chills.  His  urine  became  port-wine  colored.  He 
was  transferred  to  the  intensive  care  unit.  BIockI 
pressure  at  this  time  was  00/0. 

Immediately,  intravenous  sixlium  bicarbonate  etha- 
crinic  acid  and  200  mg.  Solu-cortef*>  was  given.  He 
was  receiving  5 per  cent  D/saline.  Regular  Dextron" 
10  per  cent  in  water  was  added  to  his  intravenous. 
Blood  anaysis  was  done  by  heptoglobulius.  Immediate 
urine  analysis  revealed  free  hemoglobin;  microscopy  of 
urine  showed  20  to  25  RBC.  per  high  power  field;  pH 
of  urine  was  acid.  Because  his  CVP  was  15  cm.,  fluid 
was  slowed.  Sohi-cortef®  and  sodium  bicarbonate  were 
used  judiciously.  Because  his  hemoglobin  was  7.8 
Grams  and  hematocrit  24  per  cent  no  blood  was  given. 
Instead,  the  intravenous  of  5 per  cent  D/X  .saline  was 
continued.  Half  an  hour  later,  the  patient  started  to 
respond.  LTrine  was  dark  red  but  sufficient  in  quan- 
tity. Arterial  gas  studies  revealed  metabolic  and  res- 
piratory acidosis.  Breathing  was  assisted  with  mechani- 
cal respirator.  He  received,  intravenously,  sodium 
bicarbonate  200  mg.  Solu-cortePSi  was  given  every  three 
hours  for  the  next  24  hours. 

.After  half  an  hour  of  severe  hypotension,  patient  was 
stable  hemodynaraically.  His  urine  was  red  in  color 
but  sufficient  in  quantity  (100-120  cc.  per  hour)  . 
Arterial  P02  was  normal.  His  respirations  were  un- 
assisted, by  receiving  nasal  o,xygen.  Electrolytes  were 
normal.  Suddenly  at  8 p.m.,  he  became  severely  hypo- 
tensive and  lethargic.  Hemoglobin  and  hematocrit  at 
this  time  revealed  6.8  Grams.  Twenty  per  cent  arterial 
gas  studies  revealed  metabolic  acidosis.  (Figure  1)  . 
CA'P  was  16  cm.  and  B /P  was  80/50.  Gas  studies  pre- 
vious to  this  episode  had  been  compensated  metabolic 
acidosis.  .About  200  cc.  of  5 per  cent  D X was  giten 
and  saline  was  infused  rapidly.  There  was  no  rise  in 
arterial  pressure  but  his  CA'P  escalated.  .Another  bolus 
of  40  niEq  of  sodium  bicarbonate  and  200  mg.  Solti- 
cortef®  was  given  intravenously  with  40  mg.  Edecrin.® 
P02  at  this  time  was  38.  Arterial  pressure  started  to 
fall  more.  Because  his  hypotension  was  not  due  to 
hypovolemia,  it  w;is  inferred  that  it  was  due  to  low 
oxygen  carrier.  Hence,  250  cc.  of  dotibly  saline  washed 


*From  the  Shock  and  Renal  Dialysis  Unit  at  Xewark 
Beth  Israel  Medical  Center.  Coauthors  are  A’ictor  Par- 
sonnet,  M.D.,  Martin  Jacobs,  M.D.,  and  Libertad 
Xazareno,  M.D.  When  this  work  was  prepared  Dr. 
Gopalrao  was  a resident  in  this  program.  Requests  for 
reprints  may  be  directed  to  Dr.  Gopalrao  at  Shadyside 
Hospital,  5230  Centre  .Avenue,  Pittsburgh,  Pennsvlvania 
15232. 
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packed  cells  of  “O"  positive  t)pe  after  cross  matching 
were  given  rapidly.  His  arterial  pressure  gradually 
rose  to  normal  and  remained  so.  His  urine  was  clear 
in  color  in  eight  hours.  He  never  had  less  than  100 
cc.  of  urine  in  any  hour  except  in  the  early  part  of 
this  episode. 

The  next  morning,  the  patient  was  completely  coher- 
ent, eating  a regular  diet.  There  was  no  unusual  bloodv 
drainage  from  the  drain  that  had  been  inserted  in  his 
back  during  surger)'.  BUN  was  25,  creatinine  1.2  mg., 
in  his  serum. 

He  was  watched  for  kidney  function  with  frequent 
monitoring  of  electrolytes,  BUN,  creatinine,  hemoglo- 
bin and  hematocrit.  Two  weeks  after  this  accident  his 
BUN  was  45  mg.  and  creatinine  was  4.5  mg.  He  had 
severe  infection  of  his  operation  site.  His  kidney  func- 
tion reverted  to  normal.  The  wound  healed.  Anemia 
improved  to  normal  with  no  specific  treatment.  In- 
vestigations for  cause  of  anemia  w’ere  unrewarding. 
Liver  functions  were  never  impaired.  Post-operative 
course  was  complicated  by  pulmonary  embolus.  He  was 
flischarged  home  in  good  condition. 

Patho-physiology 

When  there  is  mismatched  blood  transfusion, 
due  to  antigen  antibody  reaction,  there  is 
intravascular  hemolysis.  The  free  hemoglobin 
which  is  no  longer  capable  of  carrying  ox- 
ygen is  circulating  in  the  vascular  bed  which 
has  to  be  disposed  of  by  the  kidneys  and  the 
reticulo-emlothelial  system.  Consequently,  be- 
cause of  severe  hypoxia,  the  vital  organs  fail 
to  function.  The  heart  fails  to  pump,  kidneys 


fail  to  secrete,  brain  fails  to  react,  lungs  fail 
to  exchange,  and  the  liver  fails  to  metabolize. 

Because  the  heart  is  failing,  circulation  is 
slowed  down.  This  adds  insult  to  injury  of 
hypoxia,  i.e.,  there  is  sludging  of  cells  in  the 
capillaries,  which  leads  to  tissue  hypoxia,  cul- 
minating in  shock.  The  free  hemoglobin  is 
poorly  excreted  in  the  glomeruli,  because  of 
failing  circulation.  Tissue  hypoxia  starts  to 
precipitate  in  the  renal  tubules,  leading  to 
renal  failure.  The  effect  of  tissue  hypoxia 
which  is  first  manifest  by  vital  organs  is  re- 
vealed clearly  later  in  each  cell.  If  hypoxia 
persists,  severe  acidosis  results,  which  upsets 
the  enzymatic  mechanism  of  the  whole  body, 
leading  to  so-called  “irreversible”  shock. 

The  other  side  effect  of  excessive  hemolysis  is 
seen  in  coagulation  factors.  Patients  show  ex- 
cessive bleeding  either  immediately  or  later. 
This  is  attributed  to  low  platelets  and  precip- 
itation of  proteins  and  to  coagulation  factor 
deficiencies. 

Therapy 

Treatment  of  this  serious  complication 
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TABLE 


pH.  (7.35-7.45) 

PC02  (36-44  mm  Hg) 

Base  Excess  (±2.5  mEq/L) 

Standard  Bicarb.  (22-26  mEq/L) 

.Actual  Bicarb.  (22-26  mEq/L) 

Buffer  Base 

Dtal  C02  (23-30  mEq/L) 
f02  (>95  mm  Hg) 

Na.  mEq 
K mEq 
Cl  mEq 
Hgb.  Gms 
Hct.  % 

should  be  aimed  at  arresting  the  pathology 
and  reversing  the  abnormal  physiology. 
When  there  is  excessive  hemolysis,  the  cause 
of  hemolysis  should  be  stopped.  That  is,  dis- 
continue immediately  the  blood  that  is  being 
transfused. 

Circulatory  hemodynamics  should  be  restored 
and  maintained.  The  function  of  the  heart 
and  circulation  has  to  be  assessed.  To  assess 
the  cardiac  function,  CVP,  arterial  pressure 
monitoring,  and  oscilloscope  for  electrocardi- 
ogram are  essential.  CVP  is  inversely  propor- 
tional to  function  of  heart.  Hence,  fluid 
replacement  should  be  influenced  by  CVP. 
The  fluid  for  perfusion  is  electrolyte  solution 
without  potassium. 

Time-honored  custom  of  starting  the  blood 
to  correct  low  hematocrit  and  hemoglobin 
should  be  discouraged. ^ The  indication  for 
blood  transfusion  in  these  cases  is  low  arterial 
P02.  We  deliberately  withheld  the  blood  in 
this  case  for  about  12  hours,  after  the  inci- 
dent. When  we  could  not  raise  the  low  arteri- 
al P02,  the  saline-washed  packed  cells  were 
given.  The  dual  purpose  is  to  minimize  the 
circulatory  overload  and  agglutination  reac- 
tions. To  minimize  the  effect  of  hypoxia,  the 
effective  assisted  ventilation  was  maintained. 

As  a reflex  phenomenon,  physicians  often 
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Start  vasopressors,  when  they  see  the  patient 
in  shock.  On  the  contrary,  we  gave  Solu- 
cortef®  in  large  doses.  This  is  a vasodilator. 
CVP  has  to  be  maintained  at  “normal”  level 
when  administering  cortisone.  The  use  of 
electrolytes  is  influenced  by  the  le\el  of  serum 
electrolytes. 

Acidosis  which  is  a sequel  of  hypoxia  has  to 
be  corrected.  We  used  sodium  bicarbonate 
judiciously,  guided  frequently  by  arterial  and 
venous  gas  studies.  As  you  could  see  in  the 
table,  our  patient  was  never  in  alkalosis,  even 
though  we  used  about  320  niEcj  of  sodium 
bicarbonate  in  about  12  hours.  Solu-cortef® 
also  reverses  the  metabolic  acidosis. 

The  sludging  phenomenon  of  stagnant  circu- 
lation and  its  sequela  on  tissues  is  minimized 
by  intravenous  Dextron®.  The  volume  load 
of  Dextron®  is  carefully  monitored  by  (A'P. 

Elimination  of  free  hemoglobin  by  the  kid- 
neys is  assisted  by  maintaining  the  ellective 
glomeridar  fdtration  and  prevention  of  pre- 
cipitation of  proteins  in  the  renal  tidmles. 
Here  lies  the  value  of  adding  both  osmotic 
and  solute  diuretics.  Mannitol  was  given  to 
increase  the  glomerular  filtration.  Ethacnnic 
acid  was  used  to  prevent  renal  absorption  of 
solutes.  There  is  reluctance  on  the  part  of 
many  clinicians  to  use  solute  diuretics.  The 
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protective  value  of  Edecrin®  by  inducing  tu- 
bular catharsis  is  evident  in  this  case  by  the 
absence  of  any  renal  tubular  damage.  Urine 
analysis  did  not  reveal  any  casts  at  any  time 
of  his  course.  The  other  protective  value  of 
Edecrin®  is  to  eliminate  serum  potassium, 
which  is  the  cause  of  many  lethal  cardiac 
arrhythmias.  Due  to  excessive  hemolysis, 
there  is  massive  release  of  potassium  into  the 
serum.  Hence,  Edecrin®  is  a valuable  tool  in 
tlie  management.  The  frequent  extra  systoles 
that  were  observed  in  this  case  during  the 
second  episode  of  hypertension  cleared  within 
minutes,  when  intravenous  sodium  bicar- 
bonate, Edecrin®,  and  Solu-cortef®  were  given, 
whether  they  were  due  to  hyperkalemia  or 
ses  ere  acidosis. 

It  has  been  reported^  that  severe  bleeding  is 
one  of  the  common  clinical  findings,  at  the 
operative  site,  in  mismatched  blood  transfu- 
sion. This  phenomenon  was  not  observ'ed  in 
our  case.  However,  the  monitoring  of  plate- 
lets, coagulation  time,  partial  thromboplastic 
time,  prothrombin  time,  serum  calcium,  dur- 
ing the  shock  period  and  one  week  later, 
showed  no  change.  ^Vhether  excessive  oozing 
that  is  .seen  in  these  cases  is  due  to  low  plate- 
lets or  due  to  severe  acidosis  is  debatable. 
Although  our  patient  was  in  severe  acidosis, 
he  did  not  manifest  any  l^leeding.  The  so- 
called  “fibrinolytic”  reaction  should  be  han- 
dled by  tlie  use  of  Epsilon-amino  caproic 
acid.^  That  this  complication  was  not  seen 


in  this  case  was  probably  due  to  use  of  Solu- 
cortef®. 

Late  sequelae  of  mismatched  blood  transfu- 
sion, like  kidney  failure,  liver  failure,  and 
coagulation  defects,  should  be  anticipated 
and  handled  accordingly. 

This  case  illustrates  the  eflective  team  efforts 
of  shock  and  renal  dialysis  unit.  Combined 
efforts  of  personnel  educated  in  this  lethal 
complication  and  its  secjuela,  helps  to  avoid 
the  tragic  end. 

Summary 

Here  is  a case  of  mismatched  blood  transfu- 
sion that  occurred  accidentally,  during  sur- 
gery. Signs  and  symptoms  of  such  a complica- 
tion are  presented.  Rationale  of  therapy  and 
pathophysiology  is  discussed.  The  organized 
efforts  of  different  teams  in  handling  this 
complication  are  depicted. 

Edecrin®  is  ethacrynic  acid  (Merck,  Sharp  & Dohme 
Company)  . Solu-cortef®  is  hydrocortisone  sodium  suc- 
cinate (Upjohn  Company)  . 
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Medical  Rights  of  Teenagers 


For  you  can  get,  or  tell  your  patients  lo 
get,  a jjam])lilet  called.  Rights  of  Teenagers  as 
Ralienis.  The  Itrochure  ]x>ints  out  the  com- 
plexities of  apjrraising  the  riglits  of  teenagers 
seeking  medical  tare  without  knowledge  of 
tlieir  parents.  \'enereal  disease  is  the  olwious 
example  of  the  ]>roblem.  Uut  tpiestions  also 
ctHiie  up  with  teenagers  seeking  medical  coun- 
seling on  homosexuality,  alxxtion,  alcoholism. 


and  drug  abuse.  Physicians  are  sometimes  un- 
willing to  accept  teenagers  as  patients  Avithout 
]>arental  apjiioval  for  fear  of  malpractice  liti- 
gation or  charges  of  assault,  or  because  of  a 
feeling  that  jjersons  under  21  should  not  be 
asked  to  undergo  mecfical  procedures  without 
parental  knowledge.  The  pamphlet  is  avail- 
able from  the  Public  Affairs  Committee,  881 
Park  .\venue  South,  New  York  10016. 
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Direct  siirf’ery  of  the  coronary  arteries  has  arhieved  an 
important  role  in  the  care  of  the  patient  u'ith  coronary 
heart  disease. 


Surgical  Treatment  of 
Coronary  Heart  Disease* 


Victor  Parsonnet,  M.D.,  et  o/./Newark 

Considering  the  number  of  operations 
devised  for  coronary  heart  disease  in  the  past 
70  years,  it  is  not  surprising  that  any  new 
operation  is  greeted  with  skepticism.  I'he 
latest  procedure  to  achieve  popularity  is  di- 
rect surgery  of  the  coronary  arteries  with  a 
vein  bypass  from  the  aorta  to  the  involved 
artery  beyond  the  obstruction.  This  follows 
principles  of  vascular  surgery  developed  over 
the  past  decade.  We  had  learned  that  al- 
though atherosclerosis  tends  to  be  a dilfuse 
and  “malignant”  process,  it  is  also  segmental, 
and  that,  beyond  an  obstructing  or  stenotic 
plaque,  the  artery  may  be  soft  and  relatively 
free  of  atheromatosis.  It  had  also  been  ob- 
served that  tissue  supplied  by  such  arteries  is 
still  viable  and  capable  of  returning  to  nor- 
mal function  once  arterial  circidation  has 
been  restored. 

Although  direct  surgery  of  the  coronary  ar- 
teries was  first  suggested  by  Murray  in  1952,  it 
was  not  until  1968  that  Favalaro  and  others 
demonstrated  the  efficacy  of  bypass  grafts. 
Experience  over  the  past  four  years  shows 
that  with  proper  selection,  operative  mortali- 
ty is  in  the  vicinity  of  5 per  cent,  and  post- 
operative data  suggest  that  the  bypass  vein 
graft  in  most  cases  will  remain  patent. 

Cardiac  surgeons  throughout  the  country 
have  begun  to  perform  this  operation  in 
great  numbers,  probably  in  the  vicinity  of 
23,000  this  year  alone,  exclusive  of  the  still 
useful  but  controversial  internal  mammary 
artery  implant  (Vineberg  operation). 


Indication  for  Surgery 

Firm  criteria  for  selection  of  patients  have 
not  yet  iieen  agreed  upon,  ol)viously  because 
full  knowledge  of  long  term  results  is  not 
available.  We  have  selected  the  following  crit- 
eria for  surgery: 

1.  Impending  infarction  syndrome  (crescendo  angina, 
angina  decubitus,  coronary  insufliciency,  pre  infarction 
angina,  intermediate  anginal  syndrome)  . Tlie  best 
candidate  in  this  group  is  tlic  patient  with  “typical” 
anginal  pain  that  comes  on  with  minimal  exertion  or 
at  rest,  associated  with  an  ischemic  electrocardiographic 
change  but  normal  en/ymes. 

2.  Severe  angina  (especially  if  refractory  to  medical 
management)  in  a patient  with  reasonably  gooil  myo- 
cardial function. 

3.  Ventricular  aneurysms  associated  with  augina.  or 
with  its  attendant  complications  of  congestive  lailurc 
due  to  paradoxical  pulsation  of  the  aneurvsm.  periph- 
eral embolization,  and  refractory  ventricular  arrhyth- 
mias. 

4.  Concomitant  as.sociation  of  coronaiy  heart  disease 
and  valvular  heart  disease. 

.5.  Complications  of  coronary  heart  disease,  such  as 
papillary  muscle  ilysfutution  or  rupture,  canliogenic 
shock,  refractory  anhythmias.  and  recurrent  peripheral 
embolization. 

Patiems  arc  rejected  for  stirgery  when  the 
arteriogram  shows  dilltisc  small  vessel  di.sease, 
Avheu  congestive  failure  is  the  predominant 
.symptom,  when  there  is  dilfuse  myocardial 
disease,  and  when  the  general  medical  status 

* Read  before  the  joint  session  of  the  Sections  on 
Medicine.  Cardiovascular  Diseases,  anil  Radiologs, 
206th  .-Annual  Meeting,  The  Medical  Societv  of  New 
jersev.  .Atlantic  City,  May  7.  1972.  t:oauthors  are  l.aw- 
rence  (dlbert.  M.n,.  Isaac  Cielchinsks.  M.D..  Howard 
Kortis.  M.U.,  1.  Richard  Zucker,  M.D.,  Kdwin  1..  Roth- 
feld,  M.n.,  and  nonaid  Rothfeld,  M.n.  This  work  is 
from  the  nepartment  of  Surgerv.  Nesvark  Reth  Israel 
.Medical  Center  and  the  New  jersey  Medical  School 
(CMDNJ) , Newark. 
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carries  with  it  an  exceedingly  high  surgical 
risk.  Totally  asymptomatic  good  risk  patients 
with  a history  of  previous  myocardial  infarc- 
tion are  not  as  yet  selected  for  surgery,  al- 
though if  present  operative  results  continue 
to  be  impressive,  such  individuals  may  even- 
tually be  operated  tipon  in  order  to  prevent 
subsequent  infarcts. 

Surgical  Technic 

Patients  are  selected  for  surgery  according  to 
these  criteria,  and  always  on  the  basis  of  the 
findings  on  the  coronary  arteriogram.  Coron- 
ary' arteriograms  usually  are  performed  elec- 
tively  by  the  Judkins^^  method.  This  is  often 
combined  with  studies  of  cardiodynamic 
function.  When  the  situation  dictates,  the  ar- 
teriogram will  be  performed  as  an  emergency 
procedure  with  the  intention  of  taking  the 
patient  directly  to  the  operating  room.  In 
such  an  instance,  partial  cardiopulmonary  by- 
pass through  the  femoral  artery  and  vein  has 
been  instituted  in  the  catheterization  labora- 
tory' until  the  operating  room  is  prepared  for 
surgery.  Otherwise  the  patient  is  scheduled 
for  surgery  within  a period  of  two  to  six 
weeks  depending  upon  the  urgency  of  the 
situation  and  the  operative  case  load. 

The  operation  is  performed  under  general 
anesthesia.  Morphine  sulfate,  & to  10  mg.,  and 
scopalamine,  0.3  to  0.4  mg.,  are  administered 
one  hour  before  surgery,  and  isosorbide 
dinitrate,  5 mg.,  sublingually  on  arrival  in  the 
operating  room.  Diazepam,  5 to  15  mg.,  is 
given  transvenously  while  monitoring  devices 
are  attached.  This  is  followed  by  100  per  cent 
oxygen  by  mask  and  an  intravenous  infu- 
sion of  2 mg/kg  of  morphine  sulfate  dis- 
solved in  250  cc.  of  5 per  cent  dextrose  in 
water,  .\fter  loss  of  the  eyelid  reflex,  succinyl- 
choline,  60  to  80  mg.,  intravenously  is  used 
to  facilitate  endotracheal  intubation.  The 
larynx  and  trachea  are  anesthetized  topically 
with  4 jier  cent  lidocaine.  A nasogastric  tube 
anti  esophageal  temperature  probe  are  passed 
immediately  after  endotracheal  intubation;  d- 
Tubticurarine  is  administered  in  increments 
of  6 to  9 mg.  to  produce  full  paralysis.  Anes- 
thesia is  maintained  with  nitrous  oxide  3 


L/min.  and  oxygen  L/min.  Nitroglycerin, 
0.4  mg.,  is  injected  intramuscularly  at  half 
hour  intervals.  The  lungs  are  automatically 
ventilated  w'ith  a tidal  volume  of  10  to  12 
ml/kg  of  body  weight  at  a rate  of  12  to  14 
times  per  minute.  A cascade  humidifier  is 
incorporated  into  a circle  system  to  humidfiy 
the  inspired  gases.  A positive  pressure  of  10 
cm.  of  water  is  maintained  during  total  by- 
pass. At  the  time  of  bypass  Solu-Medrol®  30 
mg/kg  intravenously  is  injected,  and  di- 
azepam, 5 to  10  g.,  may  be  given  intravenously 
via  the  heart  lung  machine. 

Throughout  the  operation  the  following 
functions  are  monitored;  intra-arterial  blood 
pre.ssure,  electrocardiogram,  electroencephal- 
ogram, central  venotis  pressure,  blood  gases 
and  electrolytes,  tirinary  output,  and  body 
temperature. 

All  operations  are  performed  under  cardio- 
pulmonary bypass.  In  most  cases  the  left 
femoral  artery  is  used  for  the  arterial  perfu- 
sion line,  and  the  venous  line  is  a single 
cannula  inserted  into  the  right  atrium  and 
vena  cava  through  the  right  atrial  append- 
age. Occasionally  the  ascending  aorta  is  used 
for  the  arterial  line  if  there  are  inadequate 
femoral  pulses  or  if  there  is  a rise  in  pressure 
in  the  arterial  line  during  the  first  few  mo- 
ments of  the  perfusion  that  might  indicate 
retrograde  arterial  dissection.  Simultaneous  in- 
cisions are  made  in  the  chest,  left  inguinal 
area,  and  left  leg.  Through  the  latter  in- 
cisions the  saphenous  vein  is  removed,  usual- 
ly from  ankle  to  groin,  the  tributaries  ligated, 
and  the  proximal  and  distal  ends  of  the  vein 
tagged  so  that  subsequently  the  valves  within 
the  bypass  w’ill  lie  in  the  right  direction.  The 
leg  wounds  are  closed  by  one  surgical  team 
w'hile  another  team  completes  the  thoracic 
portion  of  the  operation.  7’he  heart  is  exposed 
through  a median  sternotomy  with  an  invert- 
ed T-shaped  incision  made  in  the  pericardi- 
um. The  aorta  and  pulmonary  arteries  are 
looped  with  tapes,  and  after  institution  of 
bypass  a plastic  sump  cannula  is  inserted  in 
the  apex  of  the  left  ventricle.  Bypass  is  per- 
formed with  heparin  sodium  intravenous,  3 
mm/kg.,  using  the  Travenol-Bently  oxy- 
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genator  under  norniolhermic  (ondilions. 
Total  cardiopulmonary  bypass  is  obtained  by 
tightening  the  tourni(juet  about  the  pidinon- 
ary  artery. 

The  selection  ol  arteries  tor  bypass  is  made 
jointly  by  the  surgical  team  at  the  time  of  the 
original  study  of  the  arteriogram,  and  again 
on  the  morning  of  surgery.  The  selected  veins 
are  usually  connected  to  the  ascending  aorta 
before  institution  of  cardiopulmonary  bypass, 
especially  if  more  than  two  shunts  are  re- 
quired, in  order  to  shorten  the  pump  time. 

When  only  one  or  two  shunts  are  required, 
the  patient  will  be  placed  on  cardiojmhnon- 
ary  bypass  and  the  lower  ends  of  the  vein 
anastomosed  to  the  coronary  arteries  first. 
The  left  anterior  descending  and  circumflex 
anastomoses  are  always  done  with  the  heart 
immobilized  by  ischemic  cardiac  arrest,  with- 
out whole  body  or  cardiac  cooling.  The  anas- 
tomoses are  performed  under  optic  magnifica- 
tion and  using  mircrosurgical  technics,  with 
6-0  or  7-0  Tycron®  or  I’rolenc®  sutures.  The 
aortic  anastomoses  are  done  over  a partial 
occluding  clamp  with  5-0  Tycron®  sutures, 
and  without  excision  of  an  aortic  window.  A 
silver  clip  is  placed  near  the  ostium  to  facili- 
tate subsequent  angiographic  identification. 

At  the  conclusion  of  the  operation,  central 
venous  and  systemic  arterial  {pressures  arc- 
monitored.  In  poor  risk  cases  the  left  atrial 
pressure  is  also  measured  by  placing  a catheter 
in  the  left  atrium  through  the  right  superior 
pulmonary  vein.  Pacemaker  wires  are  insert- 
ed in  the  anterior  surface  of  the  right  ventri- 
cle, and  occasionally  in  the  right  atrium  as 
well  to  provide  for  postoperative  control  of 
the  heart  rate  that  occasionally  may  be  re- 
quired. The  chest  is  closed  with  trans-sternal 
wires.  A large  catheter  is  placed  in  the  anteri- 
or mediastinum,  and  a small  catheter  and 
rubber  tissue  drain  are  placed  behind  the 
heart  and  brought  out  througli  the  lower 
angle  of  the  wound.  If  the  pleural  cavity  was 
inadvertently  opened,  it  is  also  drained  with 
a standard  thoracotomy  tube. 


From  the  oj)eiating  room  tlie  patient  is  sent 
to  the  coronary  care  unit  where  specially 
trained  nunses  are  in  continual  attendance 
for  a period  ol  18  to  72  hours.  Flie  en- 
dotracheal tulie  is  kept  in  place  until  the 
following  morning,  and  respirations  are  con- 
trolled with  an  .\l.\-l  volume  cycled  respira- 
tor. A mobile  shock  cart  is  used  on  most 
patients  for  continuous  monitoring  of  central 
venous  pressure,  arterial  pressure,  and  elec- 
trocardiogram, and  calculation  of  such  de- 
rived data  as  systemic  vascular  resistance, 
cardiac  output,  cardiac  index,  left  ventricular 
work,  and  tension  time  index.  Routine  post- 
operative medications  include  only  antiljiotics, 
but  on  Irecjuent  occasions  it  is  nc-cessar)'  to 
use  vasopressor  drugs,  isoproterenol,  glu- 
cocorticoids, digitalis,  and  anti-arrhythmic 
agents. 

Most  patients  are  ready  for  discharge  from  the 
hospital  within  two  to  three  Aveeks.  Before 
discharge  coronary  arteriography,  angiograms 
of  the  bypass  grafts,  and  dynamic  studies  are 
repeated  to  look  for  any  technical  defects  in 
the  grafts  that  might  require  surgical  correc- 
tion. On  discharge  from  the  hos|)ital,  patients 
are  usually  instructed  to  take  isosorbide  dini- 
trate, vitamins  and  iron,  mild  analgesics,  and 
on  occasion  anticoagulants,  especially  when 
gas  endarterectomy  and  ventricular  aneurys- 
mectomy had  been  performed. 

(ias  endarterectomy  is  done  in  most  instances 
on  the  distal  right  coronary  artery,  and  occa- 
sionally on  the  left  anterior  tlescending 
coronarv  artery,  using  technics  well  described 
by  others.-’  Injection  of  carbon  dioxide  be- 
tween the  adventitia  and  media  helps  to  loosen 
the  atheromatous  core  from  the  artery.  In 
many  cases,  however,  it  was  possible  to  do 
direct  manual  endarterectomy  with  equal  suc- 
cess (:i  collection  of  endarterectomized  mate- 
rial is  illustrated  in  Figure  1.). 

Results 

From  Se()tember  1969  through  May  1972,  112 
operations  had  been  done  for  coronary'  heart 
disease,  including  eleven  internal  mammary 
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- plants  (the  Vineberg  operation).  In  one 
p.itient  an  internal  mammary  implant  and 
vein  bypass  were  combined,  but  in  all  the  rest 
a variety  ot  t\pes  ot  bypasses  have  been  per- 
formed. rhere  were  96  men  and  17  women, 
whose  average  ages  rvere  52  and  55  years 
respectively.  The  youngest  patient  was  a 
woman,  age  29,  and  the  oldest  a man,  age  67. 


(Table  I.)  In  the  early  days  of  our  experi- 


Table  I 

Number 

Average 

Age  Range 

Male 

95 

51.8 

35-67 

Female 

17 

55.1 

29-64 

.\ge  anil  sex  distiibution  of  patients  iintlergoing  covo- 
nary  surgeiy. 


oil'd  ■ xainitles  of  atlieromatoiis  mateiial  iemo\eii  by  ilireit  manual  and  gas  endarteiectomy 
.:.il  lilt  antiiioi  dcsiiending  (center  two  sjteii mens)  coronaiv  aiteric's.  Note  in  some  cases 
i 'ill  \-ssel  appears  to  have  been  removed. 
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Figure  2— Diagrams  of  various  operations  performed.  Line  A shows  tire  single  bypasses  to  I lie  left  anterior 
descending  (A-1),  circumflex  (A-2),  and  right  (A-3)  coronary  arteries  rcsjjeciivelv.  Lines  H and  C siiow  dou- 
ble bypasses,  in  B each  vein  w'ith  a separate  orifice  in  tire  aorta  and  in  C with  single  orilices  and  V sha|)ed 
anastomoses  or  double  outlets  in  the  distal  arteries.  Line  D shows  various  conrbinations  of  triple  and 
quadruple  bypasses.  Line  E illustrates  bypass  procedures  combined  with  valve  replacement  (E-1).  aneu- 
rysm resection  (E-2)  , and  gas  endarterectomy  (E-3,4)  . 


ence  only  the  best  risk  patients  were  selected 
lor  surgery,  and  no  more  than  one  bypass  was 
attempted.  Even  so,  the  operative  mortality 
was  then  relatively  high,  perhaps  because  ev- 
ery involved  artery  was  not  attended  to.  Mor- 
tality has  been  reduced  progiessively  over  the 
years,  despite  the  increasing  number  of  by- 
]>asses,  increasing  pump  time,  and  increasing 
risk  of  patients  selected  for  surgery.  In  the 
total  series  44  per  cent  of  the  bypasses  were 
single,  but  in  the  past  six  months  only  20  j>er 
cent  have  been  single,  indicative  of  our  more 
aggressive  attitudes  toward  the  problem. 


The  patterns  of  bypasses  jKrformed  are  illus- 
trated in  Figure  2.  Triple  l)yi)asscs  can  be 
done  with  three  separate  orilices  in  the  aorta, 
or  with  a coml)ination  of  V gralts.  (hiadruple 
bypasses,  done  in  two  patients,  were  indicated 
for  diffuse  disease,  when  one  of  the  branches 
of  the  circumilex  and  left  anterior  descending 
coronary  artery  was  unusually  large.  Al- 
though we  have  not  performed  a (juintuplc 
bypass  as  yet,  it  will  not  be  surprising  to  .see  a 
suitable  surgical  candidate.  At  least  lour  such 
operations  have  been  rejxtrted  by  |ohnson.‘ 

Naturally,  more  complex  o])erations  that  also 
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Table  II 


Number 

Operative 

Artery 

Operations 

Deaths 

R 

19 

2 

Single 

L 

16 

0 2/38  (5.3%) 

C 

3 

0 

RL 

25 

2 

RC 

4 

\ 

Double 

LC 

3 

1 4/36(11%) 

ED 

3 

0 

CC 

1 

0 

Triple 

RLC 

RLD 

9 

1 

1 2/10(20%) 

Quadruple 

RI.CD 

2 

0 0/2  (0%) 

Totals  86*  8 (9.3%) 

* Not  including  multiple  procedures  (aneurysms, 
valves,  etc.) 

Deaths  as  related  to  number  and  site  of  bypass.  Note 
that  deaths  are  more  frequent  with  double  and  triple 
bypasses,  probably  related  more  to  tbe  .severity  of  the 
disease  than  to  the  complexity  of  the  operation.  1 here 
is  no  obvious  relationship  of  deaths  to  a particular 
artery  bypassed.  (R-right,  L-left  anterior  descending, 
C-circumHex,  D-diagonal  branch  of  left  anterior  de- 
scending) . 

Table  HI 

Number  of  Patients  101 

Operative  Deaths  13 

•I.ate  Deaths  A 

•More  than  60  days. 

Summary  of  all  direct  operations  on  the  coronary 
arteries  (excluding  12  internal  mammary  implants)  . 

require  a valve  replacement  or  resection  of  a 
ventricular  aneurysm  are  attended  with  a 
much  higher  mortality  rate.  Even  in  these 
desperately  ill  ]jatients  (listed  in  Taltle  IV) 
r>7  per  cent  of  the  operations  were  sitccesslul. 

Table  IV 

Other  Procedure  Number  Deaths 


Ventricular  Aneuyrsm  8 1 (12.5%) 

Valve  Replacement  4 2 

Internal  Mammary  Implant  2 1 

-Acute  My(H:ardial  Infarct  1 I 

1 ‘'tills  15  5 (33%) 


Results  of  more  complex  operations  combining  bypass 
with  another  major  problem. 

Because  of  the  reported  incidence  of  early  and 
late  saphenoits  vein  bypass  closure,  Green 
;mtl  otlicr-  have  lecommended  the  use  of  the 
iuiernal  mamtnmy  artery  for  direct  anasto- 
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moses  to  the  left  anterior  descending  coron- 
ary arterv.^  This  procedure  was  done  success- 
fully in  five  j)atients,  in  one  combined  with  a 
vein  bypass. 

Graft  patency  has  been  studied  in  46  patients 
before  discharge  from  the  hospital,  for  a total 
of  82  .separate  grafts  (Table  V).  Five  per  cent 

Table  V 

Number 


Number 

of 

Number 

of 

Number 

Patients 

of 

Patients 

of 

w /Closed 

Grafts 

Studied 

Grafts 

Grafts 

Closed 

Early 

46 

82 

4 (8.5%) 

■1  (5%) 

Late* 

5 

8 

3 

3 

Totals 

51 

90 

7**  (11%) 

V (s%) 

•All  patients  symptomatic 
••Only  1 patient  without  any  patent  bypass 

Evaluation  of  early  and  late  graft  patency  (see  text)  . 

(4  grafts)  of  these  had  closed  and,  in  three  of 
these,  closure  had  Ijeen  anticipated  because 
of  absent  run-off  in  the  distal  coronary  tree 
noted  at  the  operating  table.  The  frequency 
of  late  graft  closures  was  difficult  to  evaluate, 
because  patients  were  not  studied  routinely: 
only  those  who  had  recurrent  or  new  symp- 
toms were  studied.  One  patient  with  but  a 
single  graft  suffered  a closure  of  this  bypass 
and  is  left  without  a functioning  graft.  All 
other  patients  with  closure  of  a single  graft 
had  at  least  one  remaining  patent  bypass 
functioning  at  the  time  of  repeat  arteriogram 

Late  follow-up  of  the  99  surviving  patients 
revealed  that  five  have  died  (Table  VI) . In 
one  of  these,  our  second  patient,  autopsy  dis- 
closed a recent  thrombosis  of  an  unbypassed 
left  anterior  descending  coronary  artery  (if 
the  patient  rvere  selected  for  surgery  today, 
two  bypasses  would  be  performed).  Two  oth- 
er deaths  were  cardiac  (see  Table  VI),  and 
two  patients  died  of  other  causes.  Of  the  94 
remaining  jjatients,  45  were  markedly  im- 
proved in  that  they  returned  to  normal  activ- 
ity and  were  free  of  angina,  21  were  classified 
as  better  (lor  a total  ol  87  j>er  cent),  and  six 
were  unchanged  or  worse.  In  five  of  the  latter 
groiq)  graft  closure  has  been  demonstrated. 
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Table  VI 


Type 

Operation 

Total 

Number 

Asymptoma 

tic  Improved 

Same 

1 Lorre 

Single 

27 

15 

6 

3* 

0 

Double 

39 

22 

13**» 

2 

] * • • • 

Triple 

8 

6 

"(9o%r 

2 

0 

0 

Quadruple 
Single  -j-  IMI 

1 

1 

1 

1 

Tioo%r 

0 

0 

0 

76 

45 

21 

5 

1 

IMI  Only 

10 

6 

"(87^ 

1 

2 

0 

(70%) 


Op  Deaths  13 

Too  Early  8 

No  Follow-Up  5 

Total  112 

Late  Deaths 
) (AMI 

Cardiac— 3 > (Sudden 
) (CHF 

Pulmonary  Insufficiency— 1 
CVA-1 

•Only  graft  shut  in  2 
**One  should  have  been  double 
***Gra£t  shut  in  1 
****Graft  closed,  IMI 

Clinical  follow-up  of  coronary  bypass  surgery  (see  text)  . 


Late 

Deaths 

3»* 


1 

0 

0 

4 

1 


Discussion 

Although  it  is  too  early  to  claim  dramatic 
long-term  results,  it  is  apparent  that  most 
patients  have  symptomatic  improvement. 
Moreover,  there  have  been  only  two 
myocardial  infarctions  in  the  entire  series 
covering  an  average  period  of  14  months.  By 
contrast  there  were  three  fresh  infarcts  in 
patients  axvaiting  surgery,  a preliminary  peri- 
od that  averages  three  weeks.  The  operative 
death  rate  is  within  acceptable  limits  in  pa- 
tients with  byjDass  surgery  alone  (approx- 
imately nine  per  cent)  and  an  analysis  of  the 
last  50  bypass  operations  shows  further  im- 
provement with  a mortality  under  5 per  cent. 

Certain  patients  with  resection  of  ventricular 
aneurysms  have  had  clear-cut  clinical  im- 
provement, but,  in  those  with  impaired  con- 
tractility and  areas  of  dyskinesia,  information 
is,  as  yet,  inadequate.  Preliminary  evaluation 
on  catheterization  data  of  left  ventricular 


function  does  reveal,  however,  that  many  pa- 
tients have  had  striking  improvement  in  left 
ventricular  function  as  evidenced  by  de- 
creased end-diastolic  volume,  lower  end- 
diastolic  pressure,  and  improved  contractility. 
This  study  confirms  the  recent  report  of 
Chatterjee®  who  has  studied  a limited  num- 
ber of  such  patients. 

The  most  dramatic  improvement  has  been  in 
patients  with  the  so-called  impending  infarc- 
tion svndromc.  Five  such  patients  were  oper- 
ated on,  with  complete  relief  of  symptoms  in 
four.  One  died  during  the  operation  because 
there  was  a massive  septal  infarct  approx- 
imately three  days  old.  Another  intra-oper- 
ative death  in  an  elective  operation  occurred 
because  of  massive  recent  infarction.  Neither 
of  these  patients  could  be  removed  from 
cardiopulmonary  bypass.  This  observation 
confirms  that  recent  infarction,  more  than  a 
few  hours  old,  is  attended  by  an  almost  insur- 
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niouiuable  mortality  rate.  .\s  a result,  no  pa- 
tients are  now  ojjerated  on  without  a last 
minute  elettrocartliogram  and  serum  enzyme 
iletermination.  It  any  abnormality  is  noted, 
surgery  is  jmstponed. 

It  is  also  dear  that  as  many  as  possible  ot  the 
major  stenotic  or  occluded  arteries  should  be 
corrected.  Significant  occlusion  means  .50  per 
cent  stetiosis  or  more,  as  jitdged  by  at  least 
three  of  the  physicians  interpreting  the  an- 
giogram. In  each  patient,  a judgment  was 
made  witli  regard  to  the  most  critically  need- 
ed bypa.ss.  .Vs  a general  rttle,  this  bypass  was 
jierformed  first  so  that  in  the  event  of  an 
intraoperative  emergency,  such  as  dissection 
of  the  arten  connected  to  the  arterial  line, 
the  o]X*r:ition  could  be  termitiated  immediate- 
ly. .Viter  completion  of  the  critical  bypa.ss,  the 
other  lesions  were  corrected,  atid  as  many 
by])asses  as  necessary  were  ]>erformed.  It  is 
our  feeling  that  ati  extra  few  minutes  on  the 
])ump  is  much  less  dangerous  than  leaving 
behiiul  ati  uncorrected  significant  stenotic 
lesion. 

Complete  angiographic  occlusion  ot  the  distal 
right  or  the  distal  left  anterior  descending 
coronary  artery  did  not  preclude  bypass  sur- 
gery. In  almost  all  of  these  cases  (with  the 
e\ce])tion  of  one  left  anterior  descending 
(oronary  artery)  satisfactory  endarterectomy 
was  jierformed  with  adetjuate  restoration  of 
circulation  through  the  distal  vessels.  (Figure 
1 .)  Hetatise  the  endarterectomized  vessel  has 
a roughened  surface,  these  jxitients  ;uid  those 
with  aneurysmectomies  have  been  ke])t  on 
long-term  antitoagulation  therapy.  Otherwise 
we  believe  that  anticoagulalioti  is  not  neces- 
sarv. 


Summary  and  Conclusions 

Surgery  was  performed  for  112  patients  with 
coronary  heart  disease.  Aorto-coronary  vein 
bypass  surgery  was  done  in  101  of  them  with 
an  operative  mortality  of  under  5 per  cent  in 
the  last  50  patients  having  bypass  surgery 
alone.  Ninety-five  per  cent  of  the  veins  studied 
before  discharge  from  the  hospital  were  patent. 
Significant  clinical  improvement  was  obtained 
in  87  per  cent  of  patients,  and  in  an  average 
follow-up  period  ot  14  months  there  have  been 
only  two  late  myocardial  infarcts.  Direct  sur- 
gery on  the  coronary  arteries  has  now 
achieved  an  important  place  in  the  therapy 
of  coronary  heart  disease. 
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)ulia  Gaines,  R.  N.,  and  Robert  Haiken,  our  pump 
technicians;  our  operating  room  nurses,  .\udrey  Sias, 
Laxelle  Johnson,  Sally  DeLiso,  and  Diane  Washburn; 
the  nurses  of  tlie  Coronary  Care  Unit;  our  admitiis- 
trative  secretary,  Rosalind  Tantleff;  and  the  many 
others  ot  the  unseen  crew  in  the  pulmonary  shock 
laboratories  and  bloorl  batik;  atid  the  surgical  and 
metlical  hotise  officers. 
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Our  ou'ri  apathy  may  be  a factor  in  romierting  our 
air  to  sewers. 


Air  Pollution 

Are  We  Winning  or  Losing  the  Battle? 


Frank  L.  Rosen,  M.D./Maplewood* 

The  evidence  that  air  pollution  contributes  to 
the  development  of  chronic  respiratory  dis- 
eases is  now  accepted.  When  I reported^  a 1953 
incident  of  temperature  inversion  air  pollu- 
tion in  New  Jersey  with  threefold  increase  in 
bronchial  asthma,  my  oliservations  were 
treated  with  raised  eyebrows.  In  the  past  two 
decades,  there  have  been  thousands  of  papers 
in  world-wide  medical  literature  indicting  air 
pollution  as  a cause  of  bronchial  asthma  as 
well  as  other  illnesses. 

Have  we  made  much  progress  in  clearing  our 
dirty  air  in  the  past  twenty  years?  Not  much. 
We  talk  more  about  it  but  I have  been  ap- 
palled by  the  comparatively  few  people,  in- 
cluding pliysicians,  who  take  a real  interest. 
So  many  say  “Why  don’t  they  do  something 
about  it?’’ 

Auto  Exhaust 

The  major  cause  of  dirty  air  in  our  cities  is 
the  auto  exhaust.  Note  the  effects  on  the  fol- 
lowing patients,  typical  of  hundreds  I have 
seen. 

A 40-year  old  woman,  a non-smoker,  moved  to 
a new  home  within  a block  of  a heavily 
traveled  highway.  Her  asthmatic  attacks  in- 
creased in  frecpiency  and  severity  and  were 
relieved  only  when  she  moved  to  a new  area. 

A 50-year  old  man,  a non-smoker,  gets  asthma 
attacks  chiefly  on  his  way  to  and  from  Avork, 
while  he  is  in  heavy  traffic  surrounded  by  nox- 
ious fumes. 

Automobile  companies  and  the  oil  industry 


are  not  moving  fast  enough  to  make  car  ex- 
hausts innocuous.  .Some  experts  think  the 
gasoline  engine  can  never  be  made  harmless 
and  must  be  replaced  by  electric,  steam,  natu- 
ral gas,  fuel  cell,  or  atom-powered  vehicles. 
Many  auto  engineers  say  the  electric  car  is  the 
most  promising.  I have  driven  several  of  them 
and  they  ride  w'ell.  What  prevents  them  from 
going  into  mass  production?  The  battery.  I he 
electric  motor  is  much  simj)ler  than  the  gaso- 
line engine. 

One  way  of  speeding  up  development  of  the 
battery-powered  vehicle  woidd  be  by  giving  it 
tax  benefits.  Federal,  state,  and  city  taxes,  as 
well  as  registration  fees,  could  be  cut  in  hall. 
Large  fleet  owners  of  buses,  trucks,  taxis,  and 
individuals  thus  would  have  a great  incentive 
to  buy  these  cars,  so  prospective  manufactur- 
ers would  be  stimulated.  The  loss  of  revenue 
to  government  would  be  more  than  made  u]) 
by  the  les.sening  of  the  damage  from  air  pollu- 
tion to  i^roperty  and  crops,  as  tvell  as  the 
incalculable  benefits  of  better  health  lor  all  of 
us. 

Do  you  know  that  many  fleet  owners  and 
individuals  disconnect  the  pollution  control 
valve  on  our  j)iesent  cars?  Fhis  is  done  to  save 
money  through  better  mileage. 

There  should  be  a special  tax  on  motor  ve- 
hicles and  gasoline  to  finance  research. 

Industrial  Air  Pollution 

I have  manv  patients  who  get  asthma  attacks 
on  days  when  the  tvind  blows  a pollutant 

* Doctor  Rosen  is  Chairman,  .Air  Pollution  Committee 
of  the  Essex  Coiintv  Medical  .Society,  and  a memher  of 
Committee  on  Environmental  Health  of  The  Mtxlical 
Society  of  New  Jersey 
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horn  a nearby  lactory.  I e\en  have  a patient 
ivho  gets  asthma  only  on  days  when  a neigh- 
borluKKl  chemical  plant  makes  penicillin!  A 
Newark  Airport  meteorologist  told  me  that 
many  jjcople  wlio  work  there  have  nasal  and 
bronchial  symptoms  when  pollutants  are 
blown  in  from  local  industrial  areas  by  the 
wind,  as  well  as  by  the  exhaust  of  jet  planes. 

W^e  must  stop  the  pollution  of  our  cities  by 
industry.  AVe  have  the  know-how  to  correct 
this,  but  the  great  expense  has  stymied  real 
progress.  For  example,  it  cost  six  million  dol- 
lars to  make  one  New  Jersey  utility  plant 
pollution-free.  Multiply  this  by  thousands  of 
power  sources  throughout  the  country  and 
you  get  an  idea  of  the  cost.  The  major  return 
to  the  stockholders  and  the  rest  of  us  is  better 
health.  What’s  this  worth  in  dollars?  It  is  iron- 
ic that  Denver,  once  chosen  for  tuberculosis 
and  asthma  hospitals,  because  of  its  pure  air, 
is  now  on  the  list  of  the  worst  polluted  cities 
in  the  United  States. 

Hospital  Air  Pollution 

Few  of  us  think  of  hospitals  as  a serious 
source  of  air  pollution.  A public  health  study 
of  the  New  York  City  metropolitan  area  some 
three  years  ago  indicted  most  hospitals  in 
New  ^'ork  and  New  Jersey  as  polluters  of  the 
air.  Our  older  hospital  incinerators  are  over- 
loaded, since  they  were  not  planned  to  burn 
disposable  material. 

Insecticide  Pollution 

Recently,  I saw  a 9-year  old  boy  who  came 
home  with  asthma  after  attending  day  camp. 
At  first  I thought  it  was  due  to  exertion  or 
exjM)sure  to  pollens  and  molds  in  the  fields.  I 
later  lound  that  these  factors  were  not  the 
cause,  but  that  be  had  been  exposed  to  spray 
in  the  area.  Many  day  camps  spray  the 
grf)unds  daily  with  insecticide  before  camp 
starts.  .Sulficient  time  may  not  be  allowed  for 
comjdcte  dispersion  of  the  vapor. 

Leaf-Burning  Pollution 

I ■ ma.Jty  patients  whose  asthma  attacks 
are  ;;ed  i -.  vposure  to  smoke  from  leaf 
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burning.  In  the  fall,  in  the  suburbs,  leaf- 
burning becomes  not  only  an  outdoor  sport  or 
a pagan  rite,  but  a deadly  menace  for  many 
patients  with  allergic  respiratory  disease.  A 
few  years  ago  at  least  one  and  possibly  two 
deaths  were  reported  in  the  local  papers  of 
asthmatic  children  who  died  after  inhaling 
the  smoke  of  burning  leaves.  One  nearby 
town  could  not  get  an  ordinance  passed  for- 
bidding leaf-burning  until  a councilman’s 
wife  had  several  asthma  attacks  from  a neigh- 
bor burning  leaves.  A recently  revised  New 
Jersey  Air  Pollution  Control  Code  now  bans 
all  burning  of  leaves  in  our  .State. 

Pollen  and  Mold  Pollution 

Pollens  and  molds  are  a major  cause  of  air 
pollution.  You  may  wonder  why,  on  certain 
days,  with  a low  pollen  count,  many  of  our 
patients  are  having  trouble.  So  you  say,  “Well, 
maybe  there  is  something  wrong  with  the  pol- 
len count.  The  pollen  count  where  the  pa- 
tient lives  is  not  the  pollen  count  on  top  of 
the  municipal  building  or  hospital  in  town,’’ 
and  you  usually  explain  it  that  way.  But  if 
you  will  check  pollution  readings  on  days 
when  many  patients  come  in  with  trouble,  I 
think  you  will  find  some  correlation.  Very 
little  of  this  work  has  been  done.  Proper  rag- 
weed control  must  be  considered  part  of  the 
air  pollution  problem.  It  will  not  only  lessen 
hay  fever,  but  prevent  many  serious  complica- 
tions like  bronchial  asthma,  which  ultimately 
may  develop  in  many  hay  fever  patients. 

What  Can  the  Physician  Do? 

Fhink  about  air  pollution  as  a cause  of  symp- 
toms in  many  patients.  I am  convinced,  after 
practicing  allergy'  for  thirty-five  years,  that 
many  asthmatics  are  wrongly  labeled  psy- 
chosomatic, when  their  symptoms  are  due  to 
polluted  air.  You  must  look  for  it  in  your  own 
practice. 

About  eight  years  ago,  I gave  a paper  on  air 
pollution  at  the  annual  meeting  of  the  Ameri- 
can Medical  Association.  After  the  talk,  two 
physicians  came  up  to  me.  One  said,  “I  prac- 
tice in  Buffalo,  and  now  I know  why  I saw  a 
great  increase  in  patients  with  asthma  and 
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other  symptoms  in  the  part  of  town  where  a 
new  steel  mill  opened.”  I asked,  ‘‘Did  you 
report  it  to  the  Health  Department  or  write  it 
up  for  a medical  journal?”  “No,”  he  replied, 
“I  didn’t  think  of  the  connection  until  now!” 

The  other  doctor,  from  a small  town  in 
Maine,  noted  a similar  increase  of  respiratory 
illnesses  in  the  neighborhood  of  a new  paper 
mill.  He  referred  it  to  the  public  health  au- 
thorities and  some  action  was  taken.  “Why 
didn’t  you  write  it  up  for  a medical  journal?” 
I asked,  “even  a letter  to  the  editor?”  His 
reply  was,  “I’m  just  a G.P.  I don’t  know  how 
and  I haven’t  the  time  to  write.” 

AVe  must  inform  our  legislators  when  we  see 
the  harmful  effects  on  health  from  local  air 
pollution.  We  must  report  incidents  in  the 
medical  literature  so  that  other  physicians  can 
be  aware  of  the  problem. 

Sex  and  Air  Pollution 

Several  years  ago,  I spoke  to  the  East  Orange 
(NJ)  Chamber  of  Commerce  on  air  pollu- 
tion. I said  that  some  of  the  animals  exposed 
to  exhaust  fumes  in  research  projects  de- 
veloped illnesses  and  many  lost  their  desire  to 
mate.  I said  if  someone  could  show  that  air 
pollution  diminished  the  sex  drive  in  humans, 


then  we  would  really  get  .some  action.  A re- 
porter wrote  up  my  talk,  but  the  copy  editor 
headlined  it — “Doctor  Says  Air  Pollution  May 
Affect  Your  Sex  Life.”  Public  interest  in  this 
was  fantastic.  1 had  phone  calls  and  letters 
from  the  media  all  over  the  world  asking  for 
more  information  on  air  pollution  and  sex 
life. 

Summary  and  Conclusions 

.Air  pollution  is  a major  peril  to  all  of  us. 
Comparatively  few  people,  including  physi- 
cians, have  a real  interest  in  the  problem.  We 
have  not  made  much  progress  in  clearing  the 
air  in  the  past  twenty  years. 

It  is  urgent  that  we  have  a strong  national 
law  on  air  pollution.  \Ve  must  cross  party 
lines,  since  the  lethal  air  can  chronically  poi- 
son a Democrat  in  California  as  well  as  a 
Republican  in  New  York.  Remember:  The 
motor  vehicle  which  causes  60  to  80  per  cent 
of  the  pollution  problem  in  cities  constantly 
crosses  state  lines,  polluting  each  state  impar- 
tiallv.  Industry,  polluting  the  air,  will  move 
from  a state  which  has  rigid  enforcement  to  a 
state  where  toleration  exists. 
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Guide  To  Voluntary  Mental  Health  Agencies 


A guide  to  nationally  established  voluntary 
aid  agencies  in  the  mental  health  field  has 
been  issued  by  the  National  Institute  of  Men- 
tal Health.  This  will  help  the  citizen  seeking 
help  or  information  about  the  delivery'  of 
community  mental  health  services.  The  pam- 
phlet is  entitled,  “The  Voluntary  Agency  and 
Community  Mental  Health  Services”  (Public 
Health  Service  Publication  No.  2090).  It  lists 
the  major  voluntary  agencies  which  provide 


service  related  to  mental  health.  Special  at- 
tention is  paid  to  services  for  alcoholics,  men- 
tal patients,  children,  and  unwed  mothers. 

Single  copies  may  be  obtained  gratis  by  Avrit- 
ing  to  Public  Inquiries,  Office  of  Communica- 
tion, ,5454  'Wisconsin  Avenue,  Chety  Chase, 
Maryland  20011.  Multiple  copies  may  be  pur- 
chased at  20  cents  each  from  the  Government 
Printing  Office,  'Washington,  D.C.  20402. 
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Cytotoxic  therapy  opers  some  hope  of  regressing  the 
highly  malignant  uterine  carcinosarcoma. 


Regression  of  Metastatic 
Uterine  Carcinosarcoma 

Following  Cyclophosphamide  Chemotherapy 


Earl  Greenwald,  M.D., 

Caterina  A.  Gregori,  M.D.,  and 
James  L.  Breen,  M.D./Livingston* 

Uterine  sarcoma  represents  one  to  two  per 
cent  ol  female  genital  malignancies.  It  is  a 
highly  malignant  uterine  neoplasm  w'hich 
metastasizes  rapidly  by  the  hematogenous 
route.  Dissemination  of  the  tumor  usually  oc- 
curs prior  to  any  demonstrable  clinical  evi- 
dence of  the  primary  tumor.  In  the  absence  of 
the  objective  evidence  of  widespread  disease, 
the  established  therapy  has  been  a total  ab- 
dominal hysterectomy  and  bilateral  salpingo- 
oophorectomy.  Lymphadenectomies  do  not 
appear  to  contribute  to  the  survival  rate.  An- 
cillary treatment  in  the  form  of  radiotherapy 
has  been  recommended,  but  the  value  of  this 
adjunctive  therapy  has  not  yet  been  pro\ed.' 
Chemotherapy  has  been  utilized  in  the  treat- 
ment of  metastatic  sarcomas  of  various 
origins.-'  '*■  ^ 

Iloovis-  reports  a patient  with  a uterine  stro- 
mal sarcoma,  who  was  treated  with  a total 
abdominal  hysterectomy  and  bilateral  .sal- 
pingo-oophorectomy.  At  the  time  of  surgery, 
an  area  of  metastatic  disease  was  excised 
from  the  omentum.  Massive  ascites  was  subse- 
(|uently  treated  with  intravenous  cyclophos- 
]>hamide  with  complete  resolution  of  the  peri- 
toneal llnid,  and  a total  regression  of  all  peri- 
toneal ini])lants.  This  was  confirmed  at  time 
of  laparotomy  for  acute  appendicitis  stven 


*l)r.  (.rc'cmvald  is  an  Oncology  Fellow,  Dcpailincnl  of 
Obstetrics  and  (.\nccology,  .Saint  Barnabas  Medical 
f:enter,  I.isingston.  New  jersey.  Dr.  Gregori  is  .\s- 
sistant  to  the  Ilireclor  of  that  Department,  and  Dr. 
Breen  is  the  Director. 


months  after  the  administration  of  chemo- 
therapy. The  patient  was  alive  and  without 
evidence  of  recurrence  one  year  after  the  in- 
stitution of  chemotherapy. 

Beckerman®  reported  the  treatment  of  a pa- 
tient with  an  osteogenic  sarcoma  of  the  right 
months  after  the  appearance  of  the  puhnon- 
leg  with  disarticulation  of  the  leg  at  the  hip 
and  a right  inguinal  hmphadenectomy.  Eight 
months  postoperatively,  jjuhnonary  metastases 
were  treated  with  a combination  of  Chloram- 
bucil®, Methotrexate®,  and  actinoinycin  D 
with  marked,  although  not  total,  i egression  of 
the  lung  lesions.  Regression  persisted  for  six 
ary  metatases.  Dick  and  Phillips'*  reviewetl 
their  experience  with  the  use  of  cyclopho.s- 
phamide  in  the  treatment  of  a variety  of 
sarcomas.  One  patient  with  metastatic  Ewdng’s 
sarcoma  was  treated  with  good  subjec- 
tive and  “slight”  objective  response.  This  pa- 
tient died  44  weeks  after  institution  of  ther- 
apy. I'wo  patients  with  fibrosarcoma  of  the  ex- 
tremities with  pulmonary  metastases,  one  leio- 
myosarcoma of  the  stomach,  and  one  leio- 
myosarcoma of  the  ovary  showed  no  response 
to  cyclophosphamide  therapy.  One  patient 
with  undifferentiated  sarcoma  of  the  forearm 
showed  marked  regression  of  the  primary 
lesion,  but  no  objective  changes  in  the  pulmo- 
nary or  hepatic  metastatic  lesions. 

These  findings,  and  the  unfavorable  reports 
of  other  investigators  attempting  to  tieat 
metastatic  sarcoma  with  chemotherapeutic 
agents,  have  lead  to  the  conclusion  that 
metastases  to  the  lung  and  liver  are  resistant 
to  systemic  therapy,  and  that  such  patients 
should  not  be  subjected  to  prolonged  treat- 
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nieiu  Avith  alkylating  agents.  ' It  is  our  pnr- 
|)Ose  to  present  a case  which  revealed  a 
marked  regression  of  metastatic  uterine  car- 
cinosarcoma following  cyclophosphamide  che- 
motherapy. 

The  patient  wa.s  a ()6-ycar-ol(i  luilligrax ida  wlio  was 
first  admitted  in  February  1970,  with  complaints  of 
lower  alttlominal  and  Inmltosacral  pain,  weight  loss, 
and  urinary  frequency.  Exploratory  laparotomy  at 
another  hospital  revealed  a large,  non-resectabic  uter- 
ine mass.  Histologic  diagnosis  was  uterine  carcino- 
sarcoma. Postoperatively  6,(K)0  rads  of  external  radio- 
therapy was  delivered  to  the  pelvis  using  Cobalt  60, 
and  the  patient  was  referred  for  further  evaluation 
and  treatment. 

Examination  on  admission  was  essentially  unremark- 
able except  for  uterine  enlargement,  the  uterus  being 
eight  to  ten  weeks’  size.  .Abnormal  laboratory  data  in- 
cluded a scrum  copper  of  294  gamma  per  cent,  al- 
bumin of  2.8  gm  per  cent,  diminished  uptake  on  liver 
scan,  and  extensive  bilateral  pulmonary  meiastases 
(Figure  I)  which  were  not  present  on  pre\  ions  x-ray 
examinations.  Cyclophosphamide  100  mg  orally  e\ery 
four  hours  for  ten  doses  was  administered,  ;ind  the 
patient  was  discharged  on  .50  mg  of  cvciophosphamide 
three  limes  dail\  as  a maintenance  ilose. 

■Serial  chest  x-rays  revealed  raih<l  and  complete  reso- 
lution of  all  pulmonary  metastases  by  June  10,  1970 
(Figure  11)  . In  view  of  a total  absence  of  clinical 
evidence  of  metastatic  tlisease,  the  patient  was  re- 
admitted, and  total  abdominal  hvsterectoniv  and  bi- 
lateral salpingo-oophorectomv  were  done  on  June 
12,  1970. 

.\o  evidence  of  int raperiioneal  tnetasiases  was  present 


Figure  1— P-.A  of  chest  (5-3-70)  revealing  diffuse  pul- 
monarv  metastases 


on  thorough  examination.  I he  uterus,  lubes,  and 
ovaries  appeared  normal,  and  pathologic  examination 
of  the  surgical  specimen  revealed  residual  carciin)sar- 
coma  involving  the  uterus  only,  (iyclophosphamide 
therapy  was  again  instituted,  50  mg  three  times  daily, 
starting  on  the  eighth  post-operative  day,  and  the  pa- 
tient was  discharged  on  this  maintenaiue  regimen. 

The  patient  was  free  of  pain  on  t'.istharge,  and  she 
returned  to  work. 

A later  chest  x-ray  revealed  no  metastatic  lesions  un- 
til June,  1971,  when  tfie  patient  experienced  the  gratl- 
ual  onset  of  pleuritic  right  chest  pain  and  a non- 
productive cough.  Examination  was  unremarkable  on 
admission  except  for  decrea.sed  breath  sounds  and  dull- 
ness to  percussion  over  the  right  lower  lobe.  Chest 
x-ray  revealed  a large  metastatic  lesion  in  the  right 
lower  lobe.  Fhe  hematocrit  was  28  per  cent,  hemo- 
globin 9.6  gm  per  cent:  lactic  dehydrogenase  275 
milli-international  units  per  nd;  liver  scan,  skeletal 
survey,  and  intravenous  pyelogram  were  negative.  Fwo 
units  of  packed  cells  were  administered,  raising  the 
hematocrit  to  36  per  cent.  Fluorouracil,  500  mg.  was 
administered  intravenously  daily  for  three  days  with 
no  clinical  improvement.  The  right  pulmonary  metas- 
tasis enlarged  and  cavitated,  with  a new  metastatic 
lesion  appearing  on  tlie  left.  I’alliative  Cobalt  60  ratlio- 
therapy  was  administered  to  the  right  hemithorax  with 
considerable  improvement  in  the  severity  of  the  jtlcu- 
ritic  chest  pain,  but  no  decrease  in  the  size  of  the 
lesion. 

Weekly  intravenous  theo-Tepa  therapy  was  instituted. 
30  mg  each  injection,  and  tlie  patient  was  dischargetl 
on  .-\ugust  19,  1971.  Her  condition  graduallv  grew 
worse,  and  the  patient  entered  for  her  final  admission 
on  October  4,  1971,  with  pleuritic  right  chest  pain 
and  left  hemiparesis.  Fhe  weakness  progressed  to 
paralysis,  a left  internal  strabismus  developed  and  the 
patient  gradually  became  comatose.  Brain  scan  re- 


Figure  II— I’-.A  of  chest  (6-10-70)  revealing  a resolu- 
tion of  the  pulmonary  lesiotts 
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vealed  multiple  areas  of  abnormal  uptake,  particularly 
on  the  right,  consistent  with  suspected  cerebral  metas- 
tases.  She  died  on  November  5,  1971. 

Summary 

A case  is  presented  which  demonstrates  the 
regression  of  a metastatic  uterine  carcinosar- 
coma under  cyclophosphamide  therapy.  Sur- 
vival from  time  of  diagnosis  of  metastatic  pul- 
monary disease  was  nineteen  months.  The  pa- 
tient lived  at  home  most  of  this  time,  and  was 
active  and  comfortable  until  one  month  prior 
to  her  demise. 

Chemotherapy  of  patients  with  metastatic  sar- 
comas may  occasionally  increase  the  duration 

Old  Short 


Effects  Upon  Infants 
Of  Early  Separation  from  Mothers 

What  are  the  specific  biologic  and  behavioral 
impacts  of  separating  a newborn  from  his 
mother  soon  after  he  has  established  a close 
relationship  with  her? 

Using  animal  studies  as  a model  for  human 
phenomena,  Dr.  Myron  A.  Hofer,  of  New 
York  City’s  Montefiore  Hospital,  is  exploring 
these  issues  under  a grant  from  the  National 
Institute  of  Mental  Health.  By  understanding 
how'  removal  from  the  mother  may  affect  such 
factors  as  heart  rate,  sleep  patterns,  and  chem- 
ical functions  in  the  body,  the  psychiatrist 
hopes  to  learn  more  about  the  role  the  moth- 
er plays  in  the  development  of  these  systems. 

“.Abrupt,  unexpected  termination  of  estab- 
lished human  relationships  are  difficult  for 
adults  to  take,  and  are  believed  to  have  a 
particularly  devasting  effect  on  the  physical 
and  mental  development  of  infants.  Such  loss 
can  cause  changes  in  appearance,  posture, 
sleep,  and  behavior.  "We  must  now  explore 
systematically  two  factors:  w'hat  are  the 

physiologic  processes  underlying  these  changes? 
What  factors  aid  in  recovery  in  some  cases 
but  do  not  prevent  prolonged  illness  and 
depression  in  others?” 


of  survival.  This  favorable  response  of 
metastatic  sarcoma  under  cytotoxic  therapy 
warrants  a further  trial  of  this  therapeutic 
modality  with  uterine  sarcomas. 
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Hills  Road 


Untreated  Syphilis  in  Alabama 

The  Department  of  Health,  Education,  and 
Welfare  has  just  ended  a 40-year  study  of  the 
effects  of  untreated  syphilis  among  a group  of 
black  men  in  Alabama.  \Vhen  it  began  in 
1932  in  rural  Alabama,  the  study  involved 
more  than  400  black  men  with  syphilis  and 
another  200  who  did  not  have  the  disease  and 
were  used  for  comparisons.  Of  the  125  sur- 
vivors, 50  were  in  the  nondiseased  control 
group. 

The  report  said  that  no  convincing  evidence 
has  been  presented  to  indicate  that  partici- 
pants in  this  study  were  adequately  informed 
about  the  nature  of  the  experiments,  either 
at  its  inception  or  subsequently,  and  added: 
“The  U.S.  Public  Health  Service  from  the 
onset  of  the  study  has  maintained  a continu- 
ous jiolicy  of  withholding  treatment  for  syph- 
ilis from  the  infected  subjects.  There  was 
common  medical  knowledge,  before  this 
study,  that  untreated  syphilitic  infection  pro- 
duces disability  and  premature  mortality.” 
The  report  further  stated  “the  study  of  un- 
treated syphilis  in  black  males  in  Macon 
County  (the  Tuskegee  Syphilis  Study)  should 
be  terminated  immediately.”  During  the  ex- 
periment at  least  28  men  are  known  to  have 
died  of  syphilis. 
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UCDF  Muscles 

ritiimt  and  ioini 


Wherever  it  hurts,  Empirin 
Compound  with  Codeine  usually 
provides  the  symptomatic 
relief  needed. 


HERE 


Headache 


In  flu  and  associated  respiratory 
infection,  Empirin  Compound 
with  Codeine  provides  an 
antitussive  bonus  in  addition  to 
relief  of  pain  and  bodily 
discomfort. 


prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 

Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 

No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1)  *Warning— may 
be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3V2, 
phenacetin  gr.  2V2,  caffeine 
gr.  Vz. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEN  FLU  HITS  AND 


EMPIRIN 

COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federai  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ot  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Respiratory  depression  may  recur  in  spite  of  an 
initial  response  to  Nalline^  (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications;  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  ot  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoi 
late  HCI  is  theoretically  possible  at  high  dosage, 
not  exceed  recommended  dosages.  Administer  w' 
caution  to  patients  receiving  addicting  drugs 
known  to  be  addiction  prone  or  having  a history 
drug  abuse.  The  subtherapeutic  amount  of  atrop  ■ 
is  added  to  discourage  deliberate  overdosat' 
strictly  observe  contraindications,  warnings  and  p 
cautions  for  atropine;  use  with  caution  in  childi 
since  signs  of  atropinism  may  occur  even  with 
recommended  dosage. 

Adverse  reactions:  Atropine  effects  include  drynri 
of  skin  and  mucous  membranes,  flushing -and  i 
nary  retention.  Other  side  effects  with  Lomotil  ‘ 
elude  nausea,  sedation,  vomiting,  swelling  of  r 
gums,  abdominal  discomfort,  respiratory  depressii, 
numbness  of  the  extremities,  headache,  dizzinei 
depression,  malaise,  drowsiness,  coma,  letharj 


Many 
things 
can  canse 
diarrhea. 


LOMOTIL 
will  almost 


The  causes  of  diarrhea  are  as 
varied  as  man’s  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea. 


anorexia,  restlessness,  euphoria,  pruritus,  angioneu- 
rotic edema,  giant  urticaria  and  paralytic  ileus. 
Dosage  and  administration:  Lomotil  Is  contraindi- 
cated In  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years, 
4 ml.  (2  mg.)  q.i.d.;  8 to  12  years.  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (ID 
ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hypo- 
tonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
oardia  and  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vs  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vs  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


LOMOTIL 


TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain; 

Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
Atropine  sulfate 0.025  mg. 


SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 


SEARLE 


ii(Hvs\diatevilluilcsm 
e mucous  membranes? 


Each  Spansule®( brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin*(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 
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Knows  the  public’s  enemies —nasal  ^ 

congestion,  runny  nose,  sneezing,  j 

watery  eyes.  ^ 

Knows  what  to  do  about  them  too.  i 

All  through  the  dark  night  of  upper  | 
respiratory  difficulty,  while  ordinary  j 

cold  remedies  wear  off,  the  decon-  '1 
gestant,  antihistamine,  and  drying  J 

agent  in  ‘Omade’  fight  the  never-ending  1 
battle  for  comfort,  symptomatic  relief,  | 

and  free  airways.  j 

Ornade®.  Why  not  let  it  help  fight  your  J 
patient’s  cold  war.  "3 

Before  prescribing,  see  complete  prescribing  information  3 
in  SK&F  literature  or  PDR,  "j 

Indications;  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay  '■ 
fever,  “rose  fever,”  etc. ). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy,  severe  hypertension;  S 
bronchial  asthma;  coronary  artery  disease;  stenosing  J 

jseptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  s 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e.g.,  operating  vehicles  or  machinery).  Warn  ] 
patients  of  possible  additive  effects  with  alcohol  and  other  j 
CNS  depressants.  ''.a 

Usage  in  Pregnancy:  In  premancy,  nursing  mothers  and  ■ .3 
women  who  might  bear  children,  weigh  potential  benefits  -J 
against  hazards.  Inhibition  of  lactation  may  occur.  j 

Effect  on  PBI  Determination  and  Uptake.  Isopropamide  * 
iodide  may  alter  PBI  test  results  and  will  suppress  I'^' 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism . 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SKSrF  Smith  Kline  & French  Laboratories 


Presented  here  are  some  practical  tips  about  biopsy 
procedures  in  granulomatous  disease  of  the  lungs. 


Biopsy  Procedures  in 
Granulomatous  Disease 
of  the  Lung 


Philip  J.  Kunderman,  M.D.  and 
Ralph  J.  Lewis,  M.D./New  Brunswick 

Thoracic  surgeons  are  frequently  called  upon 
to  obtain  tissue  which  will  allow  our  patholo- 
gists to  make  a histologic  diagnosis.  In  granu- 
lomatous disease  of  the  chest  a number  of 
avenues  are  available  to  us  and  we  try  to 
proceed  along  those  which  are  most  likely  to 
give  us  the  diagnosis  and  which  are  safest  and 
easiest  for  the  patient.  In  our  experience,  the 
diffuse  pulmonary  granulomatous  lesions 
such  as  Hamman  Rich,  eosinophilic  granulo- 
ma, Wegners,  and  so  on,  are  not  at  all  com- 
mon. When  our  medical  colleagues  call  on  us 
for  help  we  respond,  as  we  do  in  all  cases, 
with  a meticulous  history,  a careful  physi- 
cal examination,  and  a review  of  the  work-up 
to  date,  available  on  the  patient’s  records. 
This  will  frequently  give  us  a clue  or  indicate 
how  best  to  proceed.  Usually  up  to  this  point 
the  work-up  has  been  rather  non-specific  in 
regard  to  diagnosis.  If  cervical  or  axillary 
nodes  are  enlarged  and  suspicious,  we  would 
most  likely  excise  one  or  several  of  the  nodes 
under  local  anesthesia  and  hope  that  this 
very  safe  procedure  might  give  us  an  answer. 
And  indeed  tuberculous  lesions,  sarcoidosis, 
and  diffuse  malignancies  are  at  times  encoun- 
tered which  cannot  on  the  x-ray  film  be  dif- 
ferentiated from  some  of  the  other  granuloma- 
ta. 

However,  certain  thoracic  surgeons  feel  that 
in  the  diffuse  parenchymal  lesion,  it  is  a waste 
of  time  to  do  anything  other  than  an  open 


lung  biopsy.  In  other  words,  the  quickest  and 
most  direct  route  is  a small  thoracotomy.  Per- 
sonally, I do  not  feel  this  to  be  necessarily  the 
safest  route  in  terms  of  morbidity  and  mortal- 
ity. In  such  an  instance  I would  be  inclined 
to  do  a bronchoscopy  as  the  next  step.  The 
visual  findings  usually  would  be  normal. 
However,  we  have  been  using  a maneuver 
which  has  been  extremely  useful  and  fre- 
quently rewarding.  Using  a 2 mm.  cupped 
biopsy  forceps,  the  tip  is  pushed  through  the 
bronchus  wall  so  that  we  are  now  in  pulmon- 
ary parenchyma.  Usually  the  middle  lobe  or 
the  lower  lobe  bronchus  is  pierced.  A bit  of 
lung  tissue  is  then  obtained.  If  I inadvertent- 
ly grab  a vessel.  I’m  usually  aware  of  this  as  I 
try  to  retrieve  the  forceps,  because  it  doesn’t 
come  away  easily.  In  such  circumstances,  I 
simply  open  the  jaws  and  try  a bite  else- 
where. We  have  had  no  serious  bleeding  com- 
plications. We  have,  however,  had  some 
pneumothoracies  which  were  promptly  re- 
lieved by  intercostal  tube  drainage.  This 
rather  simple  maneuver  of  piercing  the  bron- 
chus wall  with  the  biopsy  forceps,  added  to 
the  bt'onchoscopy,  will  frequently  give  the 
answer  and  establish  the  nature  of  the  pa- 
tient’s parenchymal  lesion,  thus  avoiding 
thoracotomy  for  open  lung  biopsy.  We  might 
also  do  a mediastinoscopy  but  I’ll  discuss  this 
below. 

The  situation  tve  are  most  often  asked  to  see 

•Read  before  the  Sections  on  Chest  Diseases  and 
Clinical  Pathology,  206th  Annual  Meeting,  The 
Medical  Society  of  New  Jersey,  Atlantic  City,  May  8, 
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which  miglu  turn  out  to  Ije  a granulomatous 
lesion  is  the  simple  pulmonary  nodule  and 
the  widened  mediastinum,  with  or  rvithout 
hilar  density  or  adenopathy.  I recall  a chest 
film  of  an  18-year  old  college  student  with  a 
two  month  history  of  non-productive  cough 
and  chest  pain.  The  film  showed  some  in- 
creased hronchovascular  markings  and  a ten- 
dency to  slight  nodularity.  The  outstanding 
feature  was  the  marked  bilateral  hilar  adenop- 
athy. We  of  course  suspected  most  strongly 
sarcoidosis,  but  Hodgkins  disease,  malignant 
thymoma,  lymphosarcoma,  reticulum  cell  sar- 
coma, and  acute  leukemia  all  had  to  be  con- 
sidered. Mediastinoscopy  seemed  like  the 
most  direct  answer  since  she  had  no  nodes 
palpable  on  examination.  Large  pale  grey 
fleshy  nodes  were  biopsied  and  frozen  section 
was  reported  as  granulomatous  proliferation 
consistent  with  sarcoidosis.  She  was  subse- 
(juently  treated  with  steroids  by  a medical 
chest  physician. 

Of  all  the  procedures  at  our  command,  medi- 
astinoscopy is  probably  the  most  important 
and  rewarding.  We  have  done  over  400  of 
them  without  any  mortality.  We  have  had  no 
injury  to  the  recurrent  nerve  and  no  bleeding 
re(]uiring  thoracotomy  to  control.  One  of  my 
])artners  had  one  episode  of  frightening, 
rather  than  serious  bleeding.  He  allowed  the 
resitlent  to  dissect  bluntly  into  the  medias- 
tinum and  when  the  resident  withdrew  his 
finger  there  was  a gush  of  blood.  He  immedi- 
ately packed  the  mediastinal  space  with  gauze 
packing  and  this  fortunately  controlled  the 
hemorrhage.  Since  then  we  are  careful  about 
allowing  the  residents  to  do  the  blunt  dissec- 
tion, siiue  we  have  no  way  of  seeing  what 
they  are  doing.  Only  after  he  is  tvith  us  for 
a while  and  we  know  him  to  be  careful  and 
trustworthy  will  we  j)erniit  him.  We  had  an- 
other obese  woman  who  developed  some 
bleeiling  diathesis  and  oozed  considerably. 
■She  too  was  parked  and  controlled. 

If  we  ve  had  any  bleeding,  we  usually  can 
control  'll;:  ooze  with  .Adrenalin®  gauze 
"'P  • '•!  '■  sponge  carrier.  If  a small  vein  is 

'mu  t f i'-  of  be  controlled  with  a silver 


clip.  In  these  instances,  1 usually  place  a 
quarter  inch  Penrose  drain  in  the  medias- 
tinum. The  drain  is  usually  removed  the  next 
day  if  the  dressing  is  reasonably  dry. 

We  recently  published  the  results  on  our  first 
100  mediastinoscopies  and  found  that  we  ob- 
tained a positive  diagnosis  in  31  which  broke 
down  into  1 sarcoid,  4 Hodgkins,  1 malignant 
thymoma  and  22  carcinoma  of  the  lung.  By 
contrast  scalene  node  biopsies  gave  a positive 
in  one  of  fourteen  and  we  have,  therefore, 
given  up  doing  scalene  nodes  if  we  don't  feel 
an  enlarged  lymph  node  on  palpation. 

I recall  a film  on  a 29-year  old  man  who  was 
entirely  symptom  free.  In  the  course  of  a 
routine  examination  at  his  place  of  employ- 
ment, a bilateral  hilar  shadow  was  noted.  It 
was  jjarticularly  prominent  on  the  left.  Medi- 
astinoscopy revealed  enlarged  paratracheal 
nodes  on  both  sides.  These  were  reported  as 
showing  confluent  non-caseating  granuloma 
coni]3atible  with  sarcoidosis.  He  is  being  fol- 
lowed medically. 

In  another  case,  x-ray  film  of  a 56-year  old 
school  custodian  revealed  a RPIL  nodular 
density.  He  had  occasional  cough  with  some 
mucus  production  and  he  smoked  one  pack  a 
day.  In  1965  he  had  had  a mitral  valvulotomy 
but  gave  no  history  of  rheumatic  fever.  "White 
blood  count  was  12,700  with  64  polys,  7 mono- 
nuclears, and  3 eosinophils.  Mediastinosco- 
py and  bronchoscopy  were  negative.  Sputum 
was  negative  for  carcinoma  or  tuberculosis. 
Skin  tests  resulted  in  positive  PPD — negative 
histopla.smosis,  blastomycosis,  and  coccidi- 
oidomycocis.  One  week  later  he  was  taken  to 
the  OR  and  wedge  resection  tvas  done.  The 
pathologist  reported  granuloma  of  the  lung 
due  to  encapsulated  infarct  of  the  lung  and 
presence  of  an  adult  worm  probably  Dirofi- 
laria  immitis.  T his  tvas  interesting  because 
only  about  a dozen  cases  have  been  reported 
in  all  the  literature.  The  patient  stated  that 
he  had  a dog  in  the  household  with  whom  he 
was  very  friendly.  But,  of  course,  this  was  not 
significant  because  the  canine  heart  worm  is 
not  transmitted  by  direct  contact  but  must 
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go  through  an  intermediate  host,  the  mos-'^niration.  Rather  tlian  proceed  to  open 


quito. 

In  some  instances,  when  we  wish  to  avoid 
thoracotomy  because  of  age  or  other  medical 
disease,  we  will  resort  to  transcutaneous  nee- 
dle biopsy,  using  the  Vim-Silverman  needle. 
This  is  done  under  the  image  amplifier  and 
the  radiologist  guides  us  to  the  lesion.  Here 
again  the  only  significant  complication  has 
been  a rare  pneumothorax.  We  avoid  the 
central  lesions  near  the  hilus  and  consequent- 
ly have  had  no  serious  hemorrhages. 

Granulomatous  disease  of  visceral  or  parietal 
pleura  is  occasionally  encountered  in  pleural 
effusions  which  elude  diagnosis  by  study  of 
the  fluid  or  by  needle  biopsy  of  the  pleura, 
using  the  Lowell  needle.  Frequently  the  fluid 
continues  to  accumulate  despite  repeated  as- 


thoracotoiny,  we  will  utilize  thoracoscopy, 
using  the  Jacobaeus  thoracoscope.  Regretta- 
bly, this  very  useful  and  very  safe  procedure 
has  fallen  out  of  favor  and  I don’t  know  why, 
other  than  that  we  no  longer  need  it  to  cut 
adhesions,  as  we  did  in  the  days  of  pneu- 
mothorax therapy  for  tuberculosis.  It  is  still  a 
very  useful  instrument  for  the  telescopic  visu- 
alization of  the  pleura.  Under  direct  visual 
control,  biopsies  of  pleural  lesions  can  readily 
be  obtained  with  accuracy  and  safety.  If  need 
be,  it  can  be  done  under  local  anesthesia. 
Morbidity  and  mortality  are  practically  nil. 

So  by  careful  assessment  of  the  patient  and 
good  judgment,  biopsies  of  pulmonary  gran- 
ulomatous lesions  can  be  obtained  with  a 
great  degree  of  safety  and  a minimum  of 
discomfort. 


185  Livingston  Avenue 


Departure  of  Dr.  Marston  and  Dr.  Steinfeld 


The  firing  of  Robert  Q.  Marston,  M.D.,  Di- 
rector of  the  National  Institute  of  Health 
and  the  only  top  holdover  from  the  Johnson 
Administration,  prompted  some  angry  reac- 
tions from  Congress  and  stunned  surprise 
from  the  medical  academic  community.  No 
reason  was  given  for  the  President’s  accep- 
tance of  Dr.  Marston’s  pro-forma  resignation. 

Rep.  Paul  Rogers  (D.  Fla.),  head  of  the 
House  Health  Subcommittee,  commenting  on 
the  Marston  firing,  said  “every  top  health 
administrator  now  has  either  resigned  or 
been  relieved.  This  latest  announcement  pre- 
cludes any  hope  of  continuity  in  the  health 
field  on  the  federal  level  with  more  than  a 
dozen  pieces  of  health  legislation  coming  u{).’’ 

Dr.  Marston  had  built  strong  ties  with  Con- 
gress and  the  academic  research  community 
since  he  succeeded  James  Shannon,  M.D.,  at 
NIH  in  1968.  NIH’s  appropriations  rose  to 


$2.1  billion  with  broad  new  programs  on 
cancer  and  heart  research  added  in  the  past 
two  years. 

There  was  no  great  surjjrise,  however,  when 
the  White  House  announced  the  resignation 
of  Jesse  Steinfeld,  M.D.,  as  Surgeon  General 
of  the  Public  Health  Services.  The  -15-year- 
old  Dr.  Steinfeld,  a career  PHS  officer  wlio 
has  held  the  Surgeon  General’s  post  since 
1969,  may  be  the  last  man  to  fill  the  position. 
The  .Administration  has  made  clear  its  intent 
to  abolish  the  PHS’s  Commissioned  Corps.  In 
the  past  several  years  the  Surgeon  General 
has  been  divested  of  most  of  his  authority, 
and  the  hopes  of  the  PHS  Commissioned 
Corps  that  it  might  be  revived  have  faded. 

With  the  massive  resignations  and  firings, 
only  Charles  Edwards,  M.D.,  Food  and  Drug 
.Administration  Commissioner,  now  remains 
of  the  old  guard. 
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Everytxxly  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop 


excessiv  e psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  th.e  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  w hether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  \v  ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  followed.  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  I o-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  I'ension  and  anxiety  states;  somatic  com- 
plaints which  arc  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  anci  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctivciy  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  l(Kal  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  retjuiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
tho.se  with  baroiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerlv’  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctivciy  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2*/2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
1 to  2'/2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  \’alium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
lel-L- Dose®  packages  of  1000. 


Wium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


Cryosurgery  has  proved  itself  a good  method  of  pallia- 
tion in  controlling  malignant  tumors  of  long  bones. 
It  relieves  pain  and  often  controls  fractures. 


Palliative  Use  of  Cryosurgery 
in  Bone  Tumors 


Franklyn  S.  O'Rourke,  M.D./Livingston 

Cryosurgery  has  become  an  excellent  method 
of  palliation  in  metastatic  and  inoperable  pri- 
mary bone  tumors.  In  treatment  of  a 
metastatic  carcinoma  or  other  malignant  sec- 
ondary bone  tumor,  it  has  been  found  to 
relieve  the  majority  of  the  patient’s  pain  and 
to  prevent  specific,  uncontrolled  fracture  in 
the  area. 

Radiation  has  long  been  used  in  the  pallia- 
tion of  malignant  tumors.  However,  radia- 
tion has  not  been  too  successful  for  the  relief 
of  pain  for  tumors  of  the  long  bones  unless  a 
complete  destruction  is  done  by  the  technic  of 
Green  or  by  that  reported  by  the  Bethesda 
Hospital  Naval  Group,  prior  to  am])utation 
in  primary  malignant  bone  tumors.  Primary 
purpose  of  palliation  in  a patient  with  a 
metastatic  carcinoma  is  (1)  to  relieve  pain, 
(2)  to  prevent  fracture,  and  (3)  to  enable  the 
patient  to  be  moved  without  causing  addition- 
al pain  or  producing  fracture.  In  the  14  cases 
that  we  have  done  at  Saint  Barnabas,  this  has 
been  our  fundamental  goal.  No  attempt  has 
been  made  to  cure  and  no  attempt  has  been 
made  to  produce  an  immunologic  response, 
although  in  two  cases,  the  patients  survived 
much  longer  than  would  be  anticipated  with 
the  amount  of  disease  present.  There  was  no 
statistically  significant  lengthening  of  life  of 
the  gi'oup  as  a whole. 

We  have  limited  the  surgery  to  the  smallest 
possible  degree  consistent  with  getting  a freeze 

•Read  before  the  .Section  on  Orthopaedic  Surgery, 
206th  Annual  Meeting,  The  Medical  Society  of  New 
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and  being  able  to  immobilize  the  site  of  the 
tumor.  We  have  found  that  with  intermedul- 
lary  nailing  of  the  femur  by  Kuntchner’s 
method  and  by  nailing  of  the  humerus  by  a 
Rush  Rod  technic,  our  goal  has  been  accom- 
plished. This  has  been  rapid  and  has  caused 
very  little  surgical  trauma.  It  has  been  done 
without  morbidity  or  mortality. 

The  technic  is  adaptable,  with  the  present 
hospital  equipment,  to  the  upper  one-half  of 
the  average  femur  using  a gynecologic  probe 
of  the  Linde  type.  The  patient  is  placed  on 
the  unaffected  side  with  leg  in  a flexed  posi- 
tion. The  greater  trochanter  is  exposed  by 
means  of  a two-inch  incision,  and  an  alternate 
trochanteric  reamer  is  used  to  expose  the  in- 
termedidlary  canal.  Reaming-freezing  is  done 
in  stages  to  prevent  displacing  unfrozen  tu- 
mor mass  down  into  the  shaft.  Once  the  shaft 
has  been  frozen  and  opened,  then  a multiple 
freeze  can  be  done  in  the  usual  manner  as 
with  Dr.  Marcove’s  method  of  at  least  three 
freezes.  For  lesions  high  up  in  the  trochanter- 
ic area  of  the  femur,  the  technic  may  be  com- 
bined with  x-ray  control  to  show  the  position 
of  the  prolie  in  relation  to  the  tumor  areas. 
Hemostasis  may  lie  temporarily  controlled  by 
freezing.  Following  the  freezing,  a premea- 
sured intermedullary  nail  of  appropriate  size 
is  inserted  and  driven  in  place.  This  should 
be  of  one  size  smaller  in  diameter  than  that 
used  for  fracture  treatment  to  allow  easier 
compression.  X-rays  of  the  knee  and  shaft  are 
taken  to  be  certain  that  penetration  of  the 
knee  joint  has  not  occurred. 

In  the  humerus,  a similar  method  is  used  with 
a small  incision  being  made  over  the  deltoid. 
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Figure  III 

ner,  although  a direct  approach  is  probably 
o£  greater  benefit  due  to  its  sidjcutaueous 
position  and  easy  accessibility. 

W'e  have  used  a hemovac  in  our  earlier 
cases  but  found  it  to  be  relatively  tinnecessary 
and,  therefore,  now  close  the  wotuuls  directly. 

One  of  the  secondary  adt  antages  of  this  meth- 
od is  that  of  temporary  hemostasis  in  a rapid- 
ly bleeding  tumor,  such  as  in  the  case  of  a 
mtdtiple  myeloma  associated  with  Paget’s  Dis- 
ease. The  patient  in  figure  2 had  a “factor 
five”  bleeding  problem.  The  hemostasis  is 
temporary  and  allows  for  partial  permanent 
hemostasis  of  one  section  of  the  bone  at  a 
time. 

There  appear  to  be  two  types  of  healing  or 
destruction  that  take  place  in  our  cases.  This 
depends  on  the  appliance  ti.sed.  (1)  \\'hen  a 
plate  has  been  inserted,  the  lesion  goes  on  to 
healing  in  situ  with  only  minimal  destruction 
around  the  area.  (2)  In  a weight-bearing 
l)one,  where  a rod  has  been  inserted,  the 
lesion  appears  to  collapse  arotind  the  rod 
and  goes  on  to  healing  with  compression  and 
destruction  of  the  lesion.  Even  where  there 
has  been  an  extremely  destructive  type  lesion. 


A portion  of  the  acromion  process  may  have 
to  be  excised  if  the  lesion  is  down  in  the  shaft, 
strictly  dtie  to  mechanical  position. 

rite  tiltia  can  also  be  done  in  this  same  man- 
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such  as  in  the  myeloma  shown,  the  local 
lesions  have  gone  on  to  healing. 

/Vgain  let  me  make  the  point  that  there  has 
not  been  an  attempt  to  cure  nor  do  we  feel 
that  there  has  been  curing  in  any  of  our  cases. 
The  purpose  has  been  (1)  to  relieve  pain  and 
(2)  to  prevent  loss  of  fracture  control  or  pre- 
vention of  fracture.  It  is  our  feeling  that  cryo- 
surgery, used  as  an  adjunct  to  fixation,  has 
real  merit. 


Bibliography 

1.  von  Laden,  Hans  and  Cahan,  W.  G.:  Cryogenics  in 
Surgery.  Medical  Examination  Publishing  Company, 
1971. 

2.  Marcove,  Ralph  C.  and  Miller,  Theodore  R.:  Surgi- 
cal Clinics  of  North  America,  45:2  (April  1969) 

3.  Gage,  A.  A.,  Greene,  J.  C.  W.,  Neiders,  M.D.,  and 
Emmings,  F.  G.:  JAMA,  196:770  (1966) 

4.  Shulman,  S.:  Savrhmmenha  Medicina,  19:982  (1968) 

5.  Shulm'an,  S'.i- ^Bulletin  of  Millard-Fillmore  Hospital, 
14:87  (1967) 


74  South  Livingston  Avenue 


Physician's  Responsibility  for  Varying  Drug  Use 


The  following  comes  from  the  October  1972 
issue  of  the  FDA  Bulletin: 

Physicians  have  been  concerned  that  failure 
to  follow  the  labeling  of  a drug  may  render 
them  liable  for  malpractice.  Although  label- 
ing, along  with  medical  articles,  texts,  and 
expert  opinion  may  constitute  evidence  of  the 
proper  practice  of  medicine,  it  alone  is  not 
controlling  on  this  issue. 

The  labeling  is  not  intended  either  to  pre- 
clude the  physician  from  using  his  best  judg- 
ment in  the  interest  of  the  patient,  or  to 
impose  liability  if  he  does  not  follow  the 
jiackage  insert.  A physician  should  recognize, 
however,  that  the  package  insert  represents  a 
summary  of  the  important  information  of  the 
conditions  under  which  the  drug  has  been 
shown  to  be  safe  and  effective  by  scientific 
data  submitted  to  FDA.  When  the  unap- 
proved use  of  an  approved  new  drug  becomes 
widespread  or  endangers  the  public  health, 
FD.V  is  obligated  to  investigate  and  to  take 
whatever  action  is  warranted  to  protect  the 
public.  Several  alternative  courses  of  action 
are  available.  These  alternatives  include:  re- 
(juiring  a change  in  the  labeling  to  warn 
against  or  to  approve  the  unapproved  use, 
seeking  substantial  evidence  to  substantiate 
the  use,  restricting  the  channel  of  distribution, 
and  even  withdrawing  approval  of  the  drug 


and  removing  it  from  the  market  in  extreme 
cases.  When  necessary,  FDA  will  take  whatev- 
er action  may  be  required  to  bring  possible 
harmful  use  of  an  approved  drug  under  con- 
trol. 

FDA  regulations  require  the  labeling  to  con- 
tain information  with  respect  to  all  intended 
uses  of  the  drugs.  Thus,  when  a manufacturer 
or  his  representative,  or  any  person  in  the 
chain  of  distribution,  does  anything  that  di- 
rectly or  indirectly  suggests  to  the  physician  or 
patient  that  an  approved  drug  may  properly 
be  used  for  unapproved  uses  for  which  it  is 
neither  labeled  nor  advertised,  that  action  con- 
stitutes a direct  violation  of  the  Act  and  is 
punishable  accordingly.  FDA  believes  it  im- 
portant that  the  public,  the  medical  profes- 
sion, and  the  pharmaceutical  industry  fully 
appreciate  the  statutory  provisions  enacted  by 
Congress  that  are  controlling  under  these  cir- 
cumstances. Therefore,  it  has  proposed  a reg- 
ulation which  sets  forth  the  principles  enunci- 
ated in  this  article.  The  full  text  of  the  regu- 
lation is  available  by  writing  to  the  Hearing 
Clerk,  Department  of  Health,  Education,  and 
^Velfare,  Room  6-88,  5600  Fishers  Lane, 
Rockville,  Maryland  20852. 

FDA  welcomes  the  views  of  physicians  on 
this  jjroposed  regidation.  Comments  may  be 
sent  to  tlie  above  address. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.’’ 

—George  Barton,  from  "The  History 

of  Medicine  Versus  the  History  of  Art” 


Are  there  significant 
differences  in  bioavailability 


Results  of  a questionnaire  to 
7,000  physicians: 

44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


Are  there  signiflcmt  difference* 
in  bioavailability  and  clinical 
predictability  among  drug  products^ 


Teacher  of  Medicine 


Alfred  Gilman,  Ph.D. 

Wm.  S.  Lasdon 
Professor  & Chairman 
Department  of 
Pharmacology 
Albert  Einstein 
College  of  Medicine  of 
Yeshiva  University 


I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  ijrotection,  there  is 
no  assurance  that  the  drug 
it  i^roduces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  be  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
l^roblem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by- batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don't  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  ijharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


Clinical  Predictability 
More  Important  Than  Pw 
Although  the  questioiM 
price  has  been  greatly  (l- 
aggerated,  it  is  true  t.: 
patients  can  on  occastn 
save  money  on  gent  : 
drugs.  But  you  are  not  i 
ing  to  dare  attempt  to  s - 
money  if  it  jeopardizes  t 
patient’s  health.  Let’s 
turn  to  the  example  in 
has  become  very  promint 
in  recent  years,  that  of  ( 
cardiac  glycosides.  T ' 
are  probably  the  most  tij . 
drugs  we  use  with  resp:: 
to  the  small  difference  “ 
tween  a maximally  effec  e 
dose  and  a toxic  dose.  W n 
you  are  dealing  with  di  t; 
of  this  type,  the  first  ( : 
cern  must  be  clinical  ) • 
dictability.  At  the  risk 
variations  in  bioavaiUl' 
ity,  it  would  be  sheer  f'’ 
to  try  to  save  the  pat 
what  might  amount: 
maybe  $10  or  $20  a yh 
The  physician  cannot  nn 
age  his  patient  unless  H; 
sure  that  the  drug  h if 
prescribing  has  the  s.  n 
positive  effect  each  I,’’ 
the  prescription  is  reneut: 
This  is  especially  sigi*. 
cant  when  the  patient  t:^ 
the  product,  not  for  mor  le 
but  for  the  rest  of  his  li 
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^ Although  equivalence  of 
iifferent  preparations  of  a 
rug  substance  may  be  de- 
nied hy  certain  physical, 
lemical  or  biological  char- 
?teristics,  identity  is  not 
ways  assured  even  though 
lese  characteristics  may 
described  in  compendia 
jich  as  the  USP,  NF  or  de- 
ned  by  other  specific 
)urce  standards.  More- 
yer,  even  with  equivalent 
rug  substances,  similar 
iharmaceutical  products 
im  be  produced  by  differ- 
nt  manufacturers  such 
lat  these  products  are  bio- 
•gically  or  therapeutically 
lequivalent. 

A Growing  Awareness 
of  Potential  for 
Nonequivalence 
As  experience  increases 
ith  drug  substances  de- 
wed from  different  sources 
nd  under  different  condi- 
lions,  it  should  be  possible 
) establish  specifications  in 
efficient  detail  to  minimize 
jbe  potential  for  their  non- 
quivalence.  However, 
here  is  general  agreement 
hat  product  therapeutic 
^quivalence  would  still  not 
e assured  even  if  one  could 
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minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  tbe  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

New'er  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  hio- 
availability  data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising; 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance , that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  cajiabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1 155  Fifteenth  Street.  N.W..  Washington . D.C.  20005 


MINOCIN*  made  the  difference  in  just  eight  days: 


Clinical  Data; 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HOI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71. 

Concomitant  therapy:  None.t 


Semisynthetic 

MiNoarsT 

MINOCYCLINE  HQ 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


Indications:  For  the  treatment  of  susceptible  infections; 
e.g.,  E.  CO//,  D.  pneumoniae.  For  full  list  of  approved  indica- 
tions consult  labeling. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  develop- 
ment (last  half  of  pregnancy,  infancy  and  childhood  to  the 
age  of  8 years)  may  cause  permanent  discoloration  of  the 
teeth  (yellow-gray-brown).  This  is  more  common  during 
long-term  use  but  has  been  observed  following  repeated 
short-term  courses.  Enamel  hypoplasia  has  also  been  re- 
ported. Tetracyclines,  therefore,  should  not  be  used  in  this 
age  group  unless  other  drugs  are  not  likely  to  be  effective 
or  are  contraindicated.  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  use  lower  total  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Photosensitivity  manifested 
by  an  exaggerated  sunburn  reaction  has  also  been  observed 
in  some  individuals  taking  tetracyclines.  Advise  patients 
apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  that 
such  reaction  can  occur,  and  discontinue  treatment  at  first 
evidence  of  skin  erythema.  Studies  to  date  indicate  that 
photosensitivity  does  not  occur  with  MINOCIN  Minocycline 
HCI.  In  patients  with  significantly  impaired  renal  function, 
the  antianabolic  action  of  tetracycline  may  cause  an  increase 
in  BUN,  leading  to  azotemia,  hyperphosphatemia,  and  aci- 
dosis. CNS  side  effects  (lightheadedness,  dizziness,  vertigo) 
have  been  reported,  may  disappear  during  therapy,  and 
always  disappear  rapidly  when  drug  is  discontinued.  Caution 
patients  who  experience  these  symptoms  about  driving  vehi- 
cles or  using  hazardous  machinery  while  taking  this  drug. 
Pregnancy:  In  animal  studies,  tetracyclines  cross  the  pla- 
centa. are  found  m fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of 
skeletal  --“eioprr-'nt).  Embryotoxicity  has  been  noted  in 
animals  treated  early  in  pregnancy.  Safety  of  use  during 
human  pregnar  .■  has  not  been  established.  Newborns,  in- 
fants and  ct:ldiai:  All  tetracyclines  form  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given  oral 
doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a decrease 


in  fibula  growth  rate,  reversible  when  drug  was  discontinued. 
Tetracyclines  are  present  in  the  milk  of  lactating  women  who 
are  taking  a drug  of  this  class. 

Precautions:  Use  may  result  In  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Because  tetracyclines  have 
been  shown  to  depress  plasma  prothrombin  activity,  patients 
on  anticoagulant  therapy  may  require  downward  adjustment 
of  such  dosage.  Test  for  organ  system  dysfunction  (e.g., 
renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat  all 
Group  A beta  hemolytic  streptococcal  infections  for  at  least 
10  days.  Avoid  giving  tetracycline  in  conjunction  with  peni- 
cillin. 

Adverse  Reaction:  Gl:  (with  both  oral  and  parenteral  use): 
anorexia,  nausea,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular  and  erythematous 
rashes.  Exfoliative  dermatitis  (uncommon).  Photosensitivity 
is  discussed  above  ("Warnings").  Renal  toxicity:  rise  in  BUN, 
dose-related  (see  "Warnings").  Hypersensitivity  reactions: 
urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid 
purpura,  pericarditis,  exacerbation  of  systemic  lupus  ery- 
thematosus. In  young  Infants,  bulging  fontanels  have  been 
reported  following  full  therapeutic  dosage,  disappearing 
rapidly  when  drug  was  discontinued.  Blood:  hemolytic  ane- 
mia, thrombocytopenia,  neutropenia,  eosinophilia.  CNS:  (see 
"Warnings.")  When  given  in  high  closes,  tetracyclines  may 
produce  brown-black  microscopic  discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption:  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  absorption  of  MINOCIN  Is  not  notably  influenced  by 
foods  and  dairy  products. 


*lndlcit«d  In  Inlacllont  dus  to  cutcaptlbla  organlimt.  Culture  and  sensitivity  testing  recommended.  Tetrecyllnes  ere  not  the  drugs  of 

choice  In  the  treatment  of  any  staphylococcal  Inlactlon.  tCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  12-20  436-2 


Here  is  a novel  treatment  technic  that  can  combine 
business  and  pleasure. 


Personality  and 
Duplicate  Bridge 

Therapeutic  Application 


Seymour  F.  Kuvin,  M.D. /Newark 

In  a previous  article^  it  was  demonstrated 
that  duplicate  bridge  coidd  be  used  as  a tool 
in  exploring  psychodynaniics  and  psychopath- 
ology, and  may  even  be  a therapeutic  experi- 
ence. A brief  discussion  of  aggression,  the 
effect  of  affects,  and  communication  within  the 
framework  of  the  bridge  game  was  presented. 
In  the  current  article,  an  experimental  thera- 
peutic application  is  presented  as  an  example 
of  the  many  uses  that  can  be  made  of  the 
emotional  interaction  inherent  in  this  game. 

20-year-old  single  male  student  was  in  his 
senior  year  at  college,  majoring  in  mathemat- 
ics. His  grades  had  been  superior  all  through 
his  college  career.  He  called  this  ofhce  after 
suffering  severe  depression  for  several  months. 
He  had  feelings  of  helplessness,  hopelessne.ss, 
and  despair.  There  was  weight  loss  due  to 
anorexia.  Insomnia  had  reached  a point 
where  he  began  to  consume  alcohol  in  large 
quantities  to  obtain  sedation  and  relief  from 
emotional  pain.  His  personal  appearance  had 
deteriorated,  and  he  was  wearing  denims  for 
weeks  without  washing  them.  His  hair  was 
unkempt  and  long  and  he  was  unshaven.  He 
had  never  used  drugs  illegally.  He  is  a “loner” 
and  has  no  close  friends,  nor  does  he  partake 
of  the  usual  social  activities  offered  to  college 
students.  He  has  made  no  plans  for  his  future 
after  graduation,  saying  “what’s  the  use — it 
doesn’t  matter.”  He  exhibited  the  criteria  of 
depression  outlined  by  Beck,^  namely  alter- 
ation in  mood — sadness  and  apathy:  negati\e 
self-concept;  desires  to  escape  and  hide;  vege- 
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tati\e  changes — anorexia,  insomnia;  and 

change  in  activity  level — retardation. 

He  had  lived  at  home  during  his  college  career, 
alone  with  his  mother  and  father.  His  father 
is  a rather  rigid,  uncommunicative  person, 
and  there  is  little  interchange  between  him 
and  his  father.  They  do  not  eat  dinner  togeth- 
er because  he  finds  his  father’s  pom|X)us 
preaching  at  the  dinner  table  too  much  to 
bear.  Oiir  patient  had  considerable  hostility, 
even  murderous  rage  toward  his  lather  which 
has  been  repressed.  His  mother  is  an  ineffectu- 
al woman  whose  marital  lot  is  an  unhappy 
one,  and  he  looks  upon  her  as  a “nuisance” 
and  also  has  repressed  hostility  toward  her. 
He  says  that  the  only  reason  he  stays  at  home 
is  because  “it’s  better  than  being  in  a room 
alone,  and  I don’t  have  the  money  to  live 
alone.” 

The  patient  had  played  bridge  in  the  past 
and  as  part  of  the  therapeutic  situation  he 
was  encouraged  to  play  bridge  twice  weekly  at 
a duplicate  bridge  center  where  he  could  be 
observed  by  this  therapist.  Anonymity  was 
preserved  and  the  setting  was  such  that  no 
one  could  perceive  the  relationship  between 
this  man  and  the  therapist.  It  was  possible  to 
observe  him  without  being  proximate  to  him. 
Xo  verbal  communication  transpired  during 
these  sessions  between  the  patient  and  the 
therapist.  His  bridge  partner  was  selected  bv 
the  club  director  at  random,  but  he  preferred, 
and  always  played  with,  a male  partner  in  his 
own  general  age  group.  He  was  observed  over 
a period  of  twelve  weeks,  and  after  the  initial 
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three  sessions  no  longer  had  any  uncom- 
fortable feelings  about  his  being  observed. 

Duplicate  bridge  tournament  sessions  are  ap- 
proximately three  hours  in  length  and  consist 
of  playing  hands  against  seven  or  eight  other 
team  pairs. 

Therapy  sessions  after  the  bridge  tournament 
were  concerned  with  emotional  response,  per- 
sonal interaction  with  partners  and  op- 
ponents, and  behavior  after  the  tournament. 
After  the  initial  twelve  weeks,  the  patient  and 
this  therapist  played  as  partners  for  a subse- 
quent twelve-week  period  (confidentiality  of 
the  doctor-patient  relationship  was  carefully 
and  easily  maintained)  which  this  therapist 
found  to  be  an  extremely  fruitful  experience 
in  terms  of  communicating  with  the  patient 
and  gaining  information  about  his  personality 
structure. 

Observations 

Although  our  patient  exhibited  signs  of 
hopelessness  and  helplessness  in  life,  in  the 
competitive  situation  at  the  bridge  table,  he 
became  aggressive  in  his  bidding,  and  took 
great  delight  (overtly  conveyed  by  facial  ex- 
pression) in  using  competitive  bidding  tech- 
nics to  bring  the  opposition  to  overbid,  so 
that  he  could  invoke  a penalty  double.  His 
aggression  was  inordinate  and  far  in  excess  of 
that  of  the  vast  majority  of  the  players.  In 
addition,  there  was  evidence  of  excessive  su- 
per-ego structure.  This  was  well  demonstrated 
by  an  occasion  when  he  hesitated  for  a long 
time  in  response  to  his  partner’s  bid.  The 
director  was  called  by  the  opposing  team  be- 
cause this  hesitation  may  have  conveyed  in- 
formation to  his  partner  in  an  illegal  fashion. 
The  director  apparently  represented  rigid  au- 
thority to  the  patient,  who  manifested  symp- 
toms and  signs  of  anxiety.  He  began  to  perspire 
and  Ijccame  uncomfortable  in  his  seat,  shifting 
from  side  to  side.  When  the  director  rtiled 
against  his  partnership,  he  then  became  more 
( <)inlorial)le,  and  assumed  liis  former  aggres- 
sive posi^'on. 

It  was  interesting  to  note  that  as  long  as  the 


patient  remained  in  an  aggressive  situation, 
the  overt  signs  of  depression  were  not  in  evi- 
dence, but  the  moment  the  tournament  was 
over,  the  signs  returned.  He  would  not  be 
interested  in  the  score  and  just  left  the  build- 
ing. Nevertheless,  he  subjectively  felt  less  de- 
pressed for  a period  of  time  after  the  tourna- 
ment which  was  probably  the  result  of  his 
sublimated  expression  of  rage  and  hostility 
via  bridge. 

Interesting  too  was  the  play  with  this  thera- 
pist as  a partner.  The  most  prominent  feature 
of  this  phase  was  the  displacement  of  the  hos- 
tility from  the  opposition  onto  the  therapist, 
thereby  destroying  the  partnership  play  and 
resulting  in  poor  scores.  It  was  as  though  he 
were  loosing  his  rage  upon  authority,  destroy- 
ing it  (but  also  himself  at  the  same  time) 
thereby  punishing  himself  for  this  attack.  Af- 
ter several  sessions,  he  discovered  that  the  hos- 
tile attitude  to  this  therapist  was  destructive 
and  once  again  turned  his  aggressive  direction 
to  the  opposition,  after  which  he  enjoyed  the 
communication  with  his  partner.  Despite  the 
initial  poor  scores,  elation  followed  the  tour- 
nament play  of  a greater  degree  than  oc- 
curred with  a random  partner,  and  for  a long- 
er period  of  time.  Toward  the  latter  part  of 
the  second  phase,  the  patient’s  appearance 
was  considerably  improved  and  he  began  to 
become  socially  involved  and  finally  the 
bridge  sessions  were  terminated  because  of  his 
heavy  social  and  recreational  schedule. 

Comment 

Aggression  was  demonstrated  in  a preceding 
paper^  by  this  author,  as  a force  which  can  be 
a goal-directed,  healthy,  realistic  component 
of  the  personality,  useful  as  a problem-solving 
measure  and  defense  against  attack.'’  The  use 
of  aggression  at  the  bridge  table  is  a healthy 
pursuit  and  can  provide  pleasure  in  terms  of 
solution  of  unconscious  conflicts.  Duplicate 
bridge  can  also  be  used  in  a therapeutic  situa- 
tion as  demonstrated  by  the  experimental 
findings  in  this  case  study.  The  many  resjxtnses 
of  the  patient  to  emotional  interaction  oc- 
curring during  the  play  can  be  studied  and 
interpreted  during  therapy.  .'Mthough  many 
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games  have  been  used  in  therapeutic  situa- 
tions in  the  past^  (dolls  and  houses,  paints, 
and  so  on)  most  of  these  have  been  limited  to 
child  therapy  as  a means  of  enhancing  expres- 
sion. Seldom  have  adult  games  been  used  as  a 
study  and  therapeutic  aid.  This  patient  no 
doubt  increased  his  communicative  prohciency 
via  the  medium  of  duplicate  bridge  by  chan- 
neling his  aggression  in  a goal-directed  fash- 
ion. This  channeling  technic  was  apparently 
applied  to  daily  life. 

Summary 

Duplicate  bridge  as  an  aid  in  psychotherapy 
has  been  demonstrated  to  be  useful  in  both 


study  and  interjjietation.  .Although  the  exper- 
imental situation  was  limited  to  one  patient, 
this  game  offers  excellent  opportunities  in 
group  therapy. 
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Alternative  Method  of  Teaching  Children  to  Read 


Children  with  reading  difficulties  w’ill  profit 
from  a linguistics  study  being  conducted  at 
the  University  of  Pennsylvania  under  a grant 
from  the  National  Institute  of  Mental  Health. 
Dr.  Lila  R.  Gleitman,  Professor  of  Linguistics 
in  the  School  of  Education,  and  Dr.  Paul 
Rozin,  Professor  of  Psychology,  plan  to  ex- 
pand a syllabary  method  of  teaching  reading 
to  youngsters.  This  method  uses  the  syllable  as 
the  basic  language  unit  rather  than  the  phon- 
eme, which  breaks  the  sound  and  structure  of 
words  into  letter-by-letter  components.  In  a 
reading  primer  based  on  the  syllabary  ap- 
proach, some  syllables  may  be  represented  as 
pictures.  For  example,  a drawing  of  a bumble- 
bee may  indicate  “be”  as  in  the  first  syllable  of 
“before.”  Thus,  the  relation  between  sound 
and  meaning  is  obvious  to  the  child. 

The  scientists  plan  to  use  a combination  of 
pictures  and  simple  written  syllables  to  con- 
struct stories.  “Reading”  of  these  materials 
can  be  accomplished  almost  immediately,  sat- 


isfying the  child  and  motivating  him  to 
further  reading  development.  Gradually  he 
learns  that  the  syllabic  units  may  be  combined 
to  yield  additional  meaningful  tvords.  In  this 
manner,  he  is  shown  that  orthography — the 
written  word — parallels  the  sound  and  mean- 
ing of  language. 

When  the  child  is  competent  in  the  syllable 
method  of  reading,  he  is  taught  that  the  al- 
phabetic unit — the  phoneme — is  a more  effici- 
ent means  of  work  production  than  is  an  in- 
creasingly large  number  of  memorized  sylla- 
bles and  pictures. 

Dr.  Gleitman  and  her  associates  will  analyze 
children’s  “linguistic  environments”  by  com- 
paring the  manner  in  which  parents  speak  to 
their  own  children  with  the  manner  adults  in 
general  use  in  speaking  to  young  children. 
The  study  of  parent-child  dialogues  will  be 
helpful  in  understanding  how  children  ac- 
(piire  language  patterns. 
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SOLID  LINE:  Vitamin  C blood  levels  obtained  with 

sustained-medication  capsules  (CEVI-BID). 
BROKEN  LINE:  Vitamin  C blood  levels  obtained  with  tablets. 


012345678  hours 
Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  *Adaptation 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


'■  Riccitelli,  M.  L.:  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Amer.  Geriatrics  Soc.  20:  34,  1972. 


DEVELOPERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


For  the  office  practitioner,  here  is  a practical  guide. 


Modern  Office  Refraction 
Procedure* 


Paul  L.  Carmichael,  M.D./Lansdale,  Pa. 

Refraction  is  an  art,  not  a science.  Like  most 
of  the  areas  of  medical  diagnosis  and  treat- 
ment it  is  the  application  of  scientific  princi- 
ples in  a practical  manner  to  each  patient 
that  allows  us  success  in  his  treatment. 

The  “modern  office  procedures”  which  I shall 
here  outline  are  all  based  on  old  principles 
and  adaptations  thereof  to  the  examination  of 
the  patient.  I will  list  some  methods  used  in 
our  office  practice  and  will  discuss  some  topics 
of  interest  to  the  refractionist. 

^Vhen  we  measure  a so-called  visual  acuity  it 
behooves  us  to  realize  the  nature  of  the  in- 
formation we  are  receiving  from  the  patient. 
Snellen  test  types  are  really  arbitrary  figures 
compiled  after  researching  numerous  so-called 
normal  populations.  Each  letter  subtends  a 
visual  angle  of  one  minute  of  arc  but  there 
are  many  individuals  for  whom  this  measure- 
ment is  less  than  adequate  as  a visual  stan- 
dard. In  our  testing  illumination  is  constant. 
The  images  viewed  are  static. 

In  this  age  of  high  speed  ground  and  air 
travel  it  is  no  longer  a certainty  that  an  indi- 
vidual whose  acuity  is  apparently  satisfactory 
in  an  office  testing  environment  has  equally 
satisfactory  vision  as  a driver  of  a vehicle  un- 
der varying  conditions  of  speed  and  illumina- 
tion. Taking  into  account  the  blink  rate  and 
the  interblink  interval,  we  are  blind  for  a 
small  portion  of  every  trip  at  sixty  to  seventy 
miles  an  hour.  Measurement  of  the  acuity  of 
the  individual  is  but  a small  part  of  the  visual 
efficiency  of  the  patient. 


During  the  testing  of  the  acuity  it  is  impor- 
tant to  listen  to  the  manner  in  which  the 
patient  reads  the  chart.  Sometimes  failure  to 
see  letters  at  the  beginning  or  end  of  a line 
may  signify  a field  cut.  Transposition  of  let- 
ters (or  substitution  of  letters  or  numbers) 
may  indicate  a perceptual  problem.  The  per- 
sistence of  a scotoma  from  the  retinoscope 
lamp  may  signify  a macular  jjioblem.  It  isn’t 
important  how  perfectly  the  letters  are  seen. 
The  facility  with  which  they  are  read  will 
tend  to  signify  alertness  or  depression  in  a 
patient. 

Visual  efficiency  deteriorates  after  the  age  of 
twenty.  decrease  of  3 to  4 per  cent  per  year 
is  seen  in  some  individuals.  Visual  efficiency 
drops  rapidly  after  the  age  of  sixty.  The  older 
the  individual  the  more  light  will  be  necessary 
for  him  to  complete  his  visual  tasks  efficiently 
and  to  read  a Snellen  chart  with  ease. 

In  a modern  ophthalmic  practice  a visual 
screening  apparatus  has  replaced  the  standard 
Snellen  testing  technic.  Nothing  in  my  experi- 
ence is  as  accurate  in  testing  near  and  distance 
vision  as  a Prince  rule  and  a Snellen  chart. 
The  venerable  Maddox  wing  was  also  a fine 
apparatus  for  measuring  muscle  balance. 
However,  screening  instruments  such  as  the 
Titmus  vision  screener  Avill  serve  the  nurse  or 
technician  as  a means  of  “starting”  the  pa- 
tient before  inserting  a mydriatic  or  cyclopleg- 
ic.  The  screener  is  designed  to  test  vision  for 
distance  and  near  as  well  as  testing  for  color 
vision  and  muscle  balance.  It  is  a fairly  accur- 


•Read  before  the  Section  on  Ophthalmology,  206th 
Annual  Meeting.  The  Medical  Society  of  New  Jersey, 
Atlantic  City,  May  7,  1972. 
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ate  method  of  testing  but  its  limitation  in 
older  age  groups  is  marked  especially  for  pa- 
tients wearing  bifocals.  The  screener  also  has 
a built-in  eiTor  of  accommodation.  Since  it  is 
a small  box,  patients  tend  to  accommodate 
even  for  distance  vision.  No  matter  what  the 
manufacturer  tells  us,  this  error  must  be  taken 
into  account  when  using  the  apparatus.  Nev- 
ertheless it  is  a space  saver  and  a time  saver 
and  can  be  operated  accurately  bv  inexperi- 
enced personnel. 

rhe  history  includes  careful  questioning  con- 
cerning drug  allergies,  therapy  hospitaliza- 
tions, and  family  history.  The  patient  is  then 
jdaced  at  the  screener  and  the  technician  tests 
for  distance  and  near  acuity  as  well  as  muscle 
l)alance.  After  this,  (depending  upon  the  age 
of  the  jjatient)  a cycloplegic  or  mydriatic  is 
instilled.  We  prefer  cyclojilegic  up  to  the  age 
ol  twenty.  Beyond  this  a mydriatic  such  as  1 
per  cent  1 ropicamide®  is  used.  Of  course 
there  is  some  cycloplegia  with  this  agent  also. 
In  very  young  children,  especially  those  with 
pigmented  iiides  we  employ  2 per  cent  cyclo- 
gyl.  In  ])atients  witli  lighter  irides  1 jjer  cent 
cyclogyl  usually  suffices.  Mydriacyl  over  age 
twenty  gives  us  a combination  of  mydriasis 
and  cycloplegia  with  which  we  have  learned 
to  work  easily  thus  ordering  our  prescriptions 
as  though  we  were  at  post  refraction  in  most 
instances.  Olten  we  will  uncover  astigmatism 
and  hyjierojiia  not  found  in  patients  previous- 
ly undilated.  1 he  fundus  examination  and 
biomicroscopy  can  be  carried  out  with  the 
huiliiy.  Every  patient  is  dilated  in  our  office. 
In  twenty  years  of  practice  I have  induced 
two  attacks  of  narrow  angle  glaucoma  both  of 
whom  benefited  from  subsequent  surgerv.  I do 
not  believe  a patient  can  be  adecpiately  exam- 
ined without  dilatation  of  the  jmpils  at  any 
age. 

Loose  lenses  give  a more  accurate  clinical 
view  ol  the  finished  spectacle  and  make  the 
testing  ol  the  ne;ir  point  and  final  muscle 
balance  more  accurate.  In  spite  of  this,  most 
ol  us  todav  have  abandoned  loose  lenses  and 
te  I f- antes  for  the  use  ol  the  phorojiter.  The 

i l’iit)li-.!icfi  by  i.ea  and  Fclngcr,  I’hiladc-lphia,  1948. 


limitations  of  near  point  testing  with  the 
phoropter  are  such  that  we  cannot  accurately 
measure  the  near  point  with  the  jihoropter  in 
place.  The  eyes  must  converge  and  look  in  a 
slightly  downward  position  of  this  measure- 
ment to  be  accurate,  especially  in  presbyopic 
measurements  for  the  bifocal  addition.  Ideal- 
ly, when  the  refraction  is  completed  the  near 
points  should  be  tested  with  the  Prince  rule 
with  each  eye  separately  in  the  presbyope 
with  the  addition  for  near  in  place.  Ideally 
then  the  near  points  should  be  equal  in  both 
eyes  if  the  distance  prescription  is  correct. 
'With  the  phoropter  and  dilatation  this  cannot 
be  done  accurately.  On  page  254  of  Cowan’s 
Textbook  of  Refiaction-f  will  be  found  the 
following  notation:  “Although  considerable 
variation  will  be  found,  the  age  of  the  patient 
is  an  important  factor  and  it  will  be  well  to 
begin  by  adding: 

“0.,')0  to  1 1)  up  to  forty-live  years  of  age 

1.25  to  1.75  from  forty-five  to  fifty  years  of  age 

2.0  to  2.25  D from  fifty  to  fifty-five  years  of  age 

2.50  I)  past  fifty-five  years  of  age.” 

Cowan  also  cautions  “Be  sure  the  near  jjoint 
is  no  closer  than  25  centimeters.  7’his  will 
allow  a wider  region  of  distinct  vision.”  To 
comply  with  this  statement  we  have  found  it 
best  to  back-up  the  recommendations  of  the 
add  by  five  years  in  each  case.  This  has 
worked  well  in  almost  every  patient  we  have 
encountered.  Such  a table  can  be  used  only  if 
the  distance  refraction  is  accurate  in  each  eye. 
A patient  with  subnormal  distance  vision  can- 
not, of  course,  have  anything  but  subnormal 
near  vision. 

AVith  the  phoropter  it  is  simple  to  perform 
muscle  balance  testing  for  distance  and  near 
with  the  Maddox  rod.  This  should  be  tested 
at  the  end  of  the  refraction  with  the  correc- 
tion in  place. 

The  patient  approaching  presbyopia  who  has 
visual  acuity  of  20  50  or  better  in  each  eye 
can  sometimes  be  saved  a premature  bifocal  by 
binocular  relraction  “pushing”  as  much  plus 
on  the  distance  refraction  as  the  patient  can 
tolerate.  This  will  in  most  instances  afford 
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them  comfortable  near  vision  without  the  dis- 
traction of  blurring  at  distance.  No  patient  is 
more  ungrateful  than  one  who  has  been  pre- 
maturely given  bifocals.  More  than  a matter 
of  vanity,  it  is  often  a problem  of  confusion  in 
learning  to  wear  a type  of  lens  which  is  not 
physiologically  acceptable.  It  would  be  well 
for  all  of  us  to  remember  to  try  to  uncover  all 
the  hyperopia  possible  in  the  forty-year-old 
patient  with  asthenopic  symptoms  for  near 
vision. 

One  of  the  most  neglected  problems  in  refrac- 
tion that  I have  found  has  been  that  of  an- 
isometropia. We  find  many  unhappy  patients 
whose  j)rescriptions  are  technically  correct  ex- 
cept that  the  refractionist  has  forgotten  to 
take  into  account  the  effects  j^roduced  by  an- 
isometropia. The  adult  usually  has  difficulty 
in  wearing  ordinary  spectacles  when  the  diff- 
erence between  the  two  eyes  is  greater  than 
two  diopters.  The  difference  in  image  si/e 
may  be  bothersome  to  the  patient,  but  the 
greatest  discomfort  is  due  to  the  artificial 
hcterophoria  created  whenever  the  eyes  mo\e 
from  the  primary  position,  for  with  two  diop- 
ters difference  in  optical  correction  one  prism 
iliopter  of  deviation  is  incurred  if  the  ga/e 
deviates  5 millimeters  from  the  optical  axis. 
Be  careful  to  check  the  muscle  balance  in  all 
patients  with  differing  correction.s — especially 
astigmatic — in  the  two  eyes.  Sometimes  a one 
or  two  diopter  prism  will  correct  the  hetero- 
phoria  and  afford  the  patient  all  the  comfort 
he  had  hitherto  been  seeking. 

Accommodative  spasm  is  another  culprit 
which  stalks  our  office  practices  more  so  today 
than  ever  before.  A common  response  to  ac- 
commodative fatigue,  it  is  caused  by  overwork 
fatigue  and  emotional  stress.  Subjectively  all 
the  symptoms  of  accommodative  asthenopia 
are  present  and  usually  become  accentuated 
with  close  work — pain  referred  to  the  brows 
headache,  early  fatigue,  and  inability  to 
maintain  visual  and  mental  concentration. 
Convergence  excess  of  insufficiency  can  ac- 
company this  problem.  Detection  is  obvious 
when  subjective  and  objective  tests  of  refrac- 
tion give  variable  results.  Here  again  cyclople- 


gic  refraction  is  helpful  in  determining  the 
true  refractive  error. 

rhe  jiatient  with  changing  refractive  error 
should  be  suspect  not  only  of  glaucoma  or 
cataract  or  uveitis  but  also  of  systemic  disease. 
Very  often  the  early  hyperthyroid  or  diabetic 
will  pre.sent  to  you  as  a slightly  dilferent  re- 
fractive error.  I'lie  refractionist  should  always 
be  aware  of  this  in  his  ]iatient.  Of  course,  the 
complete  examination  of  the  eye  should  ride 
out  the  ocular  ])roblems  satisfactorily.  Howev- 
er, a blood  sugar,  gluco.se  tolerance  test,  and  a 
FBI  should  be  the  least  we  can  suggest  to  the 
jiatient’s  physician  when  we  suspect  a refrac- 
tive change  we  cannot  correlate  with  past  ex- 
perience. 

The  most  distasteful  part  of  olfice  practice  is 
the  patient  who  returns  because  he  is  dissat- 
isfied with  his  len,ses.  It  is  common  practice  to 
wear  a demeanor  of  .scorn  when  the  patient 
enters  complaining  that  you  have  wronged 
him.  If  we  would  take  the  attitude  that  we 
might  learn  something,  we  might  find  we  can 
learn  a great  deal  from  the  complaining  pa- 
tient. Listen  to  his  story  calmly  and  carefully. 
Keep  an  open  mind.  Remember  you  are  not 
God  and  that  you  have  been  wrong  once  or 
twice  in  your  lifetime.  \’ery  often  the  ])atient 
is  merely  slightly  over-plused  or  you  may  ha\e 
undercorrected  a presbyopia  because  you  were 
not  aware  of  the  working  conditions  of  the 
patient.  Olten  a considerate  explanation  and 
a correction  of  the  problem  will  allord  you  a 
better  understanding  of  the  patient’s  peculiar 
working  conditions  and  enable  you  thereafter 
to  continue  to  take  them  into  account 
throughout  all  his  other  visits.  You  have  then 
become  a valuable  aid  to  your  patient.  Some- 
times patients  will  develop  a clinical  problem 
after  they  have  had  their  new  lenses  maile.  Do 
not  miss  this  problem  because  you  may  have 
felt  it  was  centered  in  the  lenses  and  not  the 
optic  nerve  or  macular  area.  Take  the  time  to 
listen  and  to  observe.  Recheck  the  refraction 
completely  if  you  must. 

Finally  I would  like  to  emphasize  that  for 
complete  examination  all  pupils  should  be 
dilated.  Each  patient  who  has  any  kind  of 
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problem  should  be  refracted.  Somewhere 
along  the  line  ophthalmologists  have  been 
taught  to  believe  that  the  only  successful  oph- 
thalmologist is  the  surgeon  and  that  refrac- 
tion should  be  relegated  to  the  deep  dark 


corners  of  hell.  You  cannot  be  a diagnostician 
in  ophthalmology  unless  you  refract.  The 
ability  to  be  a good  refractionist  leads  to  the 
surgical  suite  in  a shorter  time  than  many  of 
our  young  residents  think. 


601  East  Main  Street 


Life  Support  at  the  Scene  of  the  Emergency 


Few  of  us  have  given  thought  to  the  role  of 
the  ambidance  personnel  in  our  personal 
lives.  Generally,  he  has  been  the  “good  Samar- 
itan’’ who  came  when  someone  was  in  need  of 
urgent  help.  Knowing  more  about  emergency 
care  than  the  average  citizen,  his  presence  at 
the  time  of  emergency  has  provided  a sense  of 
assurance.  His  ability  to  transport  the  emer- 
gency victim  to  centers  for  more  specialized 
care  has  provided  a much-needed  capability. 

Public  agencies  and  medical  organizations 
have  been  slow  to  develop  a factual  basis  on 
which  to  plan  emergency  care  prior  to  hosj>i- 
talization.  Approximately  800,000  United 
States  citizens  experience  a heart  attack  each 
year.  These  heart  attacks  result  in  400,000 
deaths,  250,000  of  which  occur  before  the  pa- 
tient reaches  the  hospital. 

The  number  of  injured  each  year  exceeds  50 
million.  Of  this  number  2 million  are  hospi- 
talized and  107,000  die.  Traffic  victims  alone 
number  3,500,000  injured  and  57,000  deaths. 
These  figures,  incomplete  as  they  are,  suggest 
the  heavy  responsibility  placed  upon  ambu- 
lance personnel.  Under  the  existing  system 
only  the  ambulance  attendant  will  have  an 
opportunity  to  save  the  life  of  many  patients 
with  heart  attacks  or  with  traffic  injuries.  Has 
our  system  of  emergency  care  prepared  him  to 
accept  this  responsibility?  This  may  prove  to 
be  one  of  the  weakest  links  in  our  system  of 
delivery  of  emergency  services. 

d’he  “good  Samaritan’’  approach  to  today’s 
emergency  victim  is  incomplete.  Ready  availa- 


bility of  ambulances,  rapid  transportation, 
and  the  fundamental  concept  of  doing  no 
harm  to  the  victim  are  not  sufficient.  Instead, 
the  ambulance  attendant  of  the  future  (emer- 
gency medical  technician-ambulance)  must  be 
trained  to  a level  similar  to  that  of  coronary 
care  nurses  or  nurse  anesthetists.  To  meet 
such  problems  as  movement  of  the  victims 
and  their  extrication  from  wrecked  automo- 
bile,s,  it  is  probable  that  the  majority  of  the 
ambulance  attendants  will  be  men.  Such  indi- 
viduals will  need  to  be  career  oriented  and 
will  require  training  of  perhaps  two  years  du- 
ration. Training  must  center  upon  life  sup- 
port. It  must  be  of  sufficient  intensity  to 
provide  the  ambulance  personnel  with  the 
ability  to  evaluate  the  seriousness  of  the  ill- 
ness and  the  need  to  institute  immediate 
treatment.  He  must  be  capable  of  deciding  to 
which  hospital  the  patient  should  be  taken. 
He  will  require  operational  knowledge  of  ra- 
dio equipment  including  the  transmission  of 
electrocardiograms  and  other  vital  signs  by 
radio  to  the  hospital  base. 

Recruitment,  training,  and  placement  of  a na- 
tional corps  of  career  ambulance  attendants 
(emergency  medical  technician-ambulance) 
will  require  a national  effort  including  the 
provision  of  a legal  basis  for  these  services. 

Means  must  be  sought  to  provide  a salary  for 
the  career-oriented  attendants.  As  with  law 
enforcement,  and  frequently  with  fire  protec- 
tion, it  may  be  necessary  for  local  government 
to  provide  the  financial  basis  for  ambulance 
services  or  to  see  that  such  a financial  base  is 
provided  by  others. 
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E-Myciri 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 
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Upjohn 


The  Upjohn  Company,  Kalamazoo.  Michigan  49001 
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ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android  5= 

Methyltestosterone  N.F.-5  mg. 

Android  10 

Methyitestosterone  N.F.-10  mg. 

Android  25 

Methyitestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyitestosterone  is  17/>-Hydroxy-17-Methylandrost*4 
3-one. 

ACTIONS:  Methyitestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  M 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficien 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  crypt 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  sl 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  repori 
after  Methyitestosterone.  These  changes  appear  to  be  related 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  li 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  a 
fluid  retention.  This  may  present  a problem,  especially  in  patiei 
with  compromised  cardiac  reserve  er  renal  disease.  In  treating  ma 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  incre 
ing  the  nervous,  mental,  and  physical  activities  beyond  the  patien 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  s': 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  brea 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulati 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration 
excessive  dosage  may  cause  inhibition  of  testicular  function,  w 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  ca 
iously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  p 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  rr 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgei 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metas 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  ( 
creased  ejaculatory  volume.  • Hypercalcemia  particularly  in  patier 
With  metastic  breast  carcinoma.  This  usually  indicates  progression 
bone  metastases-  • Sodium  and  water  retention.  • Priapism  • Vir 
2ation  in  female  patients  • Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualizr 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  bi 
administered  in  divided  doses.  The  following  chart  is  suggested  as 
average  daily  dosage  guide. 

INDICATION  Tablets 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  n 

Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  n 

Postpuberal  cryptorchism  30  rr 

HOW  SUPPLIED:  5,  10,  25  mg.  in  bottles  of  GO,  250. 
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U'e  tmtst,  says  Dr.  Rogers,  act  upon,  not  just  react  to, 
the  changes  in  methods  of  distributiyig  medical  care. 


^jjeciai  ^^rlicfe 


The  Winds  of  Change  in  Medical  Practice'^' 

James  A.  Rogers,  M.D.,  Paterson 


1 dare  say  that  there  is  no  one  in  the  audi- 
ence who  has  not  experienced  a change  in 
the  way  medicine  is  jnesently  being  prac- 
ticed, compared  to  the  way  it  was  practiced 
when  lie  or  she  w'as  graduated  from  medical 
school.  Delivery  of  health  care  has  changed 
dramatically  and  rapidly  over  the  j>ast  ten 
years.  When  we  examine  the  situation,  we 
discover  it  is  society  itself  that  is  demanding 
the  change,  because  it  is  not  satisfied  with  the 
situation  as  it  exists.  Many  feel  that  there  will 
be  a significant  climate  for  change  in  person- 
al health  services  in  the  1970’s  and  that  the 
response  will  be  from  pressures  and  demands 
of  the  public.  Pressures  from  the  public  de- 
velop customs.  It  has  been  tradition  that  laws 
usually  follow  customs.  History  has  demon- 
strated this  point,  time  and  time  again. 

Although  there  is  disagreement  about  the 
nature  of  changes  likely  to  occur,  there  is 
agreement  that  change  is  inevitable.  Our 
problem  is,  in  what  direction  and  how  rapid- 
ly will  we  move,  and  how  'vv’ill  w'e,  from  our 
experience  (keeping  the  entire  problem  in 
the  jjroper  perspective),  affect  custom. 

Legislative  proposals  for  national  health  in- 
surance are  many,  with  a w’ide  variation  in 
their  financing  provisions.  None  is  designed 
to  be  a complete  replacement  overnight  as 
.some  of  us  suspect.  However,  all  of  these 
proposals  have  comparable  objectives,  name- 
ly: 

1.  To  develop  prepaid,  well  organized  conipreliensi\e 
health  care  systems  serving  defined  populations. 

2.  To  ofTer  a choice  to  the  people  of  the  tvpc  of  health 
care  system  they  may  use.  No  monolithic  svstem  of 
health  is  envisioned. 

3.  It  is  hoped  to  promote  alternatives  to  the  existing 
system,  believed  to  have  certain  advantages,  so  that 
citizens  can  choose  the  kind  of  system  they  want. 

4.  Another  objective  is  to  develop  efficiency  of  the 
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system,  with  built-in  (ontrol  of  the  t|uality  and  de- 
livery of  patient  care. 

.5.  .Another  objective  is  cost  control,  with  provisions 
of  incentives  for  cost  control  by  the  delivers’  system 
itself,  with  predictable  prepaid  contracts  lor  bene- 
liciaries. 

(5.  Incentives  for  health  maintenance  rather  than 
crisis-oriented  health  care  must  be  developed. 

7.  It  is  hoped  that  the  maldistribution  of  health  serv- 
ices svill  be  corrected.  1 he  system  should  not  be 
limited  to  the  poor.  I'he  more  affluent  population  must 
also  be  eligible  to  receive  su|»port. 

Comprehen.sive  delivery  .systems  are  necessari- 
ly committed  to  delivering  total  care,  d'he 
components  of  such  systems,  according  to  pro- 
posed HMO  legislation,  can  be  identified  as 
five  in  number. 

1.  Health  Afrtin/cncutce— Including  all  outpatient,  non- 
acute, ambidatory  care,  whether  delivered  in  a central 
clinical  setting  or  a physician’s  office  and  including  also 
short-term,  long-term,  and  chronic,  as  well  as  health 
assessment  examinations. 

2.  Emergency  Care— Including  all  acute  care  delivered, 
w’hether  in  a hospital  emergency  room,  a central  clini- 
cal setting,  or  the  patient’s  home. 

3.  Inpatient  Care- Hospital  care,  whether  intensive, 
acute,  convak'seent,  or  chronic  care. 

4.  Extended  Care  Eacililies—V.xtendcd  non-hospital  in- 
stitutional care,  including  both  skilled  nursing  care 
and  custodian  care  of  patients. 

5.  Home  Health  Care— Including  all  noti-acute  domi- 
ciliary care,  whether  delivered  by  a ])hysician  or  other 
professional  personnel. 

\\’hat  are  the  proponents  of  HMO’s  really 
saying,  ami  what  are  they  asking  for? 

1.  That  the  entire  population  in  this  country  receive 
<liiality  patient  care. 

2.  The  proposed  system  is  not  necessarilv  designed  to 
create  new  health  sendees,  but  to  reorganize  those  that 
exist  for  better  distribution  and  availability,  in  order 
to  meet  the  needs  of  all  the  people  at  a reasonable 
cost  on  a prepaid  per  capita  basis. 


•Presented  before  the  Union  Countv  Medical  .Society, 
January  12,  1972.  Hr.  Rogers  is  First  A'ice-President  and 
Chairman  of  the  Committee  on  Medical  Fducation  of 
File  Medical  Society  of  New  Jersey 
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3.  The  UMO  imisi  l)c  developed  and  operated  by 
pio\iders  of  health  care  and  by  consumers.  It  must  be 
a joitit  venture  that  will  benefit  and,  hopefully,  suc- 
ceed bv  the  input  and  cooperation  of  all  concerned. 

4.  HMO's  mav  not  be  the  panacea,  for  if  they  lack  the 
advantages  outlined  in  the  objectives,  they  will  fail 
because  no  one  will  use  them.  However,  should  all 
segments  of  the  population  judge  them  successful, 
there  will  be  no  further  debate. 

Presently,  there  is  considerable  confusion  as 
to  exactly  how  we  develoj)  a complete  HMO 
system.  Many  feel  that  nothing  should  be  at- 
tempted until  a detailed  plan  is  devised,  a 
plan  that  is  guaranteed  to  work  from  the 
start,  with  no  cjuestions  left  unanswered.  It  is 
precisely  this  point  that  everyone  wants  an- 
swered, not  only  the  physician  and  the  pa- 
tient, but  the  third  party  payer,  industry,  la- 
bor, and  the  general  public  as  well.  It  is 
perhaps  for  this  reason  that  we  must  all  band 
together  to  tackle  the  problem.  We  must  offer 
the  expertise  needed  to  reach  a workable 
plan.  With  continued  cooperation  the  pro- 
gram can  be  imj^roved  and  its  flaws  can  be 
corrected. 

Past  experiences  in  the  delivery  of  health 
care  have  varied,  and  the  span  is  wide — from 
the  solo  general  practitioner  of  years  ago, 
who,  by  the  way,  was  the  HMO  of  his  prac- 
tice in  his  community,  to  a shift  in  the  ratio 
of  general  jjractitioners  to  specialists,  causing 
the  overwhelming  proportion  of  highly 
trained  specialists  now  available.  We  have 
also  noted  the  increasing  number  of  group 
j)ractices  which  are  operating  well.  Much  of 
this  change  is  the  result  of  the  technologic 
advances  in  medicine  and  the  demands  for 
specialization.  The  present  medical  system  is 
more  capable  of  dealing  with  the  more  exotic 
and  heretofore  hopeless  diseases,  but  it  has 
created  a problem  of  maldistribution  of  pri- 
mary patient  care.  ^Ve  are  also  aware  of  other 
changes  present  today,  changes  in  the  modes 
of  living,  and  the  thinking  and  the  habits  of 
onr  society.  We  are  aware  of  the  rapid  in- 
crease in  the  population. 

T'ui  p-esent  system  of  the  delivery  of  health 
care  is  not  meeting  the  demands  that  the 
people  arc  expecting  of  us,  yet  conscientious 


physicians  are  devoting  more  time  to  their 
practice  and  to  the  medical  needs  of  their 
community  than  ever  before.  All  this  criti- 
cism we  hear  must  be  primarily  directed  to 
the  existing  health  care  system  and  not  to  the 
physician  alone.  I wonder  if  what  we  are 
hearing  from  the  pidilic  isn’t,  ‘‘Health  care  is 
a community  problem  and  a people’s  prob- 
lem. We  want  the  experts  in  health  matters, 
namely  the  physicians,  to  lead  us  in  solving 
these  problems.” 

I do  not  adhere  to  the  notion  that  they  will 
do  it  for  us.  History  indicates  that  the  physi- 
cian has  always  risen  to  the  occasion  and 
answered  the  challenges  before  him.  What 
proof  do  we  have  of  this.  Physicians  today  are 
more  involved  in  matters  of  health  care  than 
ever  before.  Consider  the  time  you  spend  in 
your  hospital,  or  in  the  activities  in  your 
medical  society,  or  in  your  community  on 
various  committees  pertaining  to  health  care. 

Consider  the  number  of  groups  and  founda- 
tions springing  up  all  over  the  country.  Cali- 
fornia alone  has  over  15  foundations  allied 
with  county  medical  societies,  not  counting 
groups  and  organizations  such  as  Kaiser  Per- 
manente,  HIP,  and  many  others.  Industry 
and  labor  have  medical  organizations  serving 
a needed  function.  None  of  them  is  perfect, 
but  they  are  succeeding  in  serving  some  func- 
tion. They  provide  examples  we  can  study  in 
an  attempt  to  derive  the  best  of  each  oper- 
ation toward  developing  the  best  program,  to 
meet  the  needs  for  our  community. 

The  medical  profession  is  asked  not  to  react 
but  to  act.  It  is  asked  not  to  obstruct  but  to 
take  the  lead  and  the  initiative  as  experts 
(with  their  jjartners  in  the  community)  to 
develop  a system  wherein  the  physician  will 
be  the  guardian  of  the  health  care  of  the 
peoj)le  he  serves,  and  also  to  see  to  it  that 
others  in  the  community  do  their  part  equal- 
ly well,  whether  they  are  people,  payers,  pol- 
iticians, providers,  or  patients.  This  is  our 
charge  as  I see  it.  This  is  what  society  is 
asking  us  to  do. 
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All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C. 


Man  cannot. 


Homo  sapiens  can  neither  synthesize  vitamin 
C nor  store  the  water  soluble  vitamins.  They 
have  to  be  replenished  every  day. 

Normally,  man  accomplishes  this  in  his  daily 
diet.  But  under  conditions  of  illness,  stress,  in 
convalescence  or  following  surgery,  vitamin 
stores  may  be  depleted  or  metabolic  demands 

SURBEX-r 


increased. 

In  such  cases,  Surbex-T  may  be  indicated. 
Each  tablet  provides  500  mg.  of  vitamin  C 
plus  high  potency  B-complex. 

Where  nutritional  status  must  be  preserved, 
Surbex-T  can  help  restore  what  the  body  can 
not  store.  211399 


Restores  what  the  body  cannot  store— the  water-soluble  vitamins. 


[n  the  diabetic  patient 
m cerebral  or  peripheral 
^vasodilator  therapy 

no  treatment 

conflict 

reported 


IhSOMUIN 

:iSOXSUPRINE  HCI) 

the  compatible  vasodilator 


• no  interference  with  diabetic  control . . . does  not  alter  . 
carbohydrate  metabolism.^ 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

There  are  no  known  contraindications  in  recommended  ; 
oral  doses  other  than  it  should  not  be  given  in  the  presence  ? 
of  frank  arterial  bleeding  or  immediately  postpartum. 


INDICATIONS:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  the  FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


COMPOSITION:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 

S 1972  MEAD  JOHNSON  i COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A.  10372 


DOSAGE  AND  ADMINISTRATION:  10  to  20  mg.  three  or  four  times  daily. 

CONTRAINDICATIONS  AND  CAUTIONS:  There  are  no  known 
contraindications  to  oral  use  when  administered  in  recommended  doses. 

Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding. 

ADVERSE  REACTIONS:  On  rare  occasions,  oral  administration  of  the  drug 
has  been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects  such 
as  transient  palpitation  or  dizziness  are  usually  controlled  by  reducing  the  dose. 

MeadldliiM:  i 

U A BORATORI  E 


SUPPLIED: 

Tablets,  10  mg. — bottles  of  100,  1000,  5000  and  Unit  Dose 
20  mg. — bottles  of  100,  500  and  Unit  Dose 

REFERENCE:  1.  Samuels,  S.  S.,  and  Shaftel,  H.  E.: 

J.  Indiana  Med.  Ass.  54:1021-1023  (July)  1961. 
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Medical  College  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 

President,  CIVIDNJ 

Medical  School  Research: 

The  Improvement  of  Health 

The  detection  and  prevention  of  lead  j)oison- 
ing  in  children  has  been  a long-sought-after, 
high-priority  goal  of  scientists  across  the  coun- 
try. One  of  the  objectives  of  this  nation-wide 
effort  has  been  the  development  of  a simple 
method  for  collecting  a drop  of  blood  and 
accurately  determining  the  lead  content  in 
such  a microspecimen.  Parents  have  been  gen- 
erally reluctant  to  submit  their  children  to 
the  somewhat  frightening  experience  of  an 
arm  venepuncture  which  until  recently  had 
been  retpiired  to  obtain  the  3 to  4 milliliters 
of  blood  necessary  for  a lead  analysis.  Because 
of  such  resistance  community  screenings  have 
failed  to  include  the  many  children  who  may 
be  victims  of  lead  jroisoning,  who  are  never 
brought  in  for  testing. 


and  placed  into  a special  cup.  The  cup  is 
then  inserted  directly  into  the  flame  of  an 
atomic  absorption  spectrophotometer  for  an- 
alysis. With  the  “Paper-in-a-Cup”  technic  lead 
can  be  determined  in  a drop  of  blood  at 
concentrations  considerably  less  than  one 
part  per  million  (ppm)  . 

W'hile  developing  the  new  method  Dr.  Jose- 
low'  made  some  findings  concerning  the  lead 
content  of  printed  matter  which  were  report- 
ed by  The  Wall  Street  Journal.  Dr.  joselow 
pointed  out  that  the  black-and  white  sections 
of  newspapers  contained  5 to  20  ppm  lead  and 
the  colored  pages  of  magazines  up  to  800 
ppm. 

.According  to  the  United  States  Public  Health 
Service  blood  lead  concentrations  in  dtildren 
of  0.4  ppm  or  higher  indicate  excessive  ab- 
sorption. d o contract  lead  poisoning,  there- 
fore, a child  would  have  to  consume  only  :i 
small  portion  of  a news]taper  or  magazine. 


Last  summer  scientists  at  the  College  of  Medi- 
cine and  Dentistry  of  New  Jersey — New  Jersey 
Medical  School  in  Newark,  working  with  the 
support  and  cooperation  of  the  New'  Jersey 
State  and  New'ark  City  Departments  of 
Health,  developed  a simple  method  for  the 
collection  of  a drop  of  blood  and  the  determi- 
nation of  its  lead  content.  The  new  technic 
w'as  christened  “Paper-in-a-Cup”  by  its  de- 
velopers, Dr.  Morris  Joselow,  Director  of  the 
Laboratory  of  Environmental  Toxicoloev  at 
the  College,  and  Dr.  John  Bogden.  Both  are 
on  the  faculty  of  the  Department  of  Preven- 
tive Metlicine  and  Community  Health. 

AN’ith  the  “Paper-in-a-Cup”  method  a drop  of 
blood  is  obtained  with  a finger  stick.  Then  it 
is  spotted  onto  filter  paper  and  allowed  to 
dry.  Using  an  ordinary  office  punch,  a stan- 
dard size  disk  (I/4"  diameter)  is  punched 
out  of  the  blood-stained  area  of  the  paper 


The  disclosure  of  Dr.  Joselow’s  findings  sti- 
nudated  pidjlic  debate  over  the  amount  of 
lead  which  shoidd  be  permitted  in  printer’s 
ink.  One  result  of  this  delrate  is  a proposed 
municipal  ordinance  now  under  consider- 
ation in  New  York  City  w’hich  would  require 
that  there  be  no  lead  content  whatsoever  in 
inks  used  in  the  packaging  of  food. 

To  test  whether  his  residts  were  tridy  rej)- 
resentative  of  the  lead  content  of  newspapers 
and  magazines.  The  National  Printing  Ink 
Research  Institute  has  duplicated  Dr.  Jo.se- 
low’s  experiments  using  atomic  absorption 
spectrophotometry.  Results  of  their  tests  were 
generally  in  agreement  with  Dr.  Jo.selow’s. 
NPIRI  found  the  lead  content  of  one  news- 
paper to  be  25  to  50  ]jpm  and  that  of  an 
orange-yellotv  ])age  of  a magazine  to  be  IfiOO 
ppm. 
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i he  moot  jjoint  before  us  now  is  the  extent 
U)  witicli  mass  circulation  periodicals  intend- 
ed lor  an  adult  readership  but  containing 
high  concentrations  of  lead  constitute  a pub- 
lic health  hazard.  It  is  a question  to  which  we 
must  all  address  ourselves. 

.\s  a medical  school  tries  to  fulfill  its  three- 
fold role  of  education,  service,  and  research, 
it  is  often  difficult  to  create,  maintain,  and 
assure  a proper  balance.  Applied  research 
that  can  he  converted  into  directly  applicable 
service  and  benefit  to  patients  is  popular  and 
easier  to  justify.  All  citizens  should  realize 
that  resources  of  the  College  effort  and  energy 
and  time  of  the  faculty  must  be  used  in  de- 
veloping the  building  blocks  in  areas  of  re- 
.search  that  may  not  seem  to  have  any  direct 
effect  on  patient  welfare.  Since  the  College 
will  be  faced  with  limited  resources  for  re- 
search in  the  future,  all  professionals  who  are 
well  aware  of  this  need  for  continued,  edu- 
cated investigation  will  need  to  speak  out 
in  su])port  of  such  programs. 


Communicable  Diseases  in 
New  Jersey 


J antiary 

January 

1973 

1972 

.Aseptic  meningitis 

7 

20 

Primary  encephalitis 

3 

Hepatitis:  Total 

185 

502 

Infections 

159 

409 

.Serum 

26 

93 

Malaria:  'I'oial 

14 

Military 

4 

Civilian 

10 

M en  i ngococca  1 men  ingi  tis 

3 

2 

Mumps 

1.36 

314 

Cterman  measles 

100 

22 

Measles 

33 

14 

Salmonella 

87 

73 

Shigella 

63 

40 

Influenza 

I he  1972-7.8  iulliicnza  outbreak  is  much  mild- 
er than  a year  ago.  During  the  1971-72  out- 
break. laboratory  confirmation  of  influenza 
was  obtained  in  8.5  individuals.  In  the  present 
■ A,  :-i  individuals  have  had  laboratory 
• V -t  influenza.  The  same  pattern  is 


mirrored  in  school  absentee  data.  In  the  1971- 
72  outbreak,  165  schools  reported  sudden  rises 
of  absenteeism  compared  to  24  schools  during 
this  outbreak.  Influenza  virus  was  recovered 
from  autopsy  specimens  of  two  patients  this 
year  compared  to  nine  a year  ago. 

Intensive  surveillance  of  absenteeism  was  car- 
ried out  in  21  industrial  plants,  with  a total 
work  force  of  about  20,000.  Daily  absentee 
data  were  reported.  Several  plants  reported 
transient  increases  of  flu-like  disease  but  only 
three  plants  reported  transient  increases  of 
absenteeism. 

Influenza  isolates  this  year  were  confirmed  as 
being  England  42/72,  the  so-called  “London 
flu.”  Reasons  for  the  mild  nature  of  the  out- 
break are  not  entirely  clear.  This  new  strain 
has  only  minor  antigenic  differences  from  the 
A2/Hong  Kong/68  strain,  which  caused  ex- 
tensive outbreaks  in  New  Jersey  in  1968-69 
and  1971-72.  It  may  be  that  people  who  had 
previously  experienced  A2/Hong  Kong/68 
were  partially  or  completely  protected  against 
England  42/72. 


Governmental  Health  Care 
Programs  and  the  Physician 

James  E.  D.  Gardam,  M.D.,  Medical  Director 
Government  Health  Programs 
Prudential  Insurance  Company 

Consultations  and  Follow-ups 

Many  factors  have  contributed  to  the  phenom- 
enon of  the  “sharing  of  responsibility”  in 
the  care  of  patients.  Available  specialized 
knowledge  and  technics  often  mean  a high- 
er level  of  patient  care.  However,  a consulta- 
tion is  just  that.  A consultation  may  include 
necessary  documented  follow-up  as  requested 
by  the  attending  physician  or  it  may  be  re- 
peated at  a medically  necessary  interval  but  it 
does  not  mean  concurrent  care  throughout  an 
entire  hosj)ital  admission. 

•\  medically  necessary  documented  consulta- 
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tion  is  a service  which  is  reimbursable  by 
governmental  health  programs  subject  to  reg- 
ular, customary,  and  prevailing  factors.  Al- 
lowances can  be  made  for  variables  such  as 
specialty,  time,  and  multi-system  evaluations 
or  the  use  of  special  technics.  However,  gov- 
ernmental health  programs  are  faced  with  a 
common,  continuing  problem  in  reimburse- 
ment for  services  by  consultants.  An  attending 
physician  requests  a consultation  for  a diffi- 
cult problem;  the  seriousness  of  the  problem  is 
acknowledged  by  the  attending  and  the  con- 
sultant; the  consultant  participates  in  the  care 
of  the  patient  throughout  the  entire  admis- 
sion; the  attending  and  the  consultant  both 
submit  bills  for  daily  care. 

Social  Security  Administration  regulations 
specifically  restrict  reimbursement  for  care 
rendered  by  two  physicians  for  the  same  prob- 
lem at  the  same  time.  Furthermore,  there  is 
simply  no  way  such  “double”  claims  can  be 
adjudicated  to  the  complete  satisfaction  of 
both  the  attending  physician  and  the  consul- 
tant. Correspondence  after  adjudication  is  re- 
markable as  to  the  originality  of  thought  con- 
cerning the  necessity  for  the  concurrent  care 
provided  and  the  fiery  intensity  of  the  wrath. 

The  problem  may  be  solved  in  one  of  several 
ways.  The  consultant  may  limit  his  service  to 
the  consultation  that  was  requested  and  sub- 
mit a claim  for  this  service.  He  w'ould  report 
his  findings  and  advice  to  the  attending  and 
the  latter  would  provide  continuing  care  un- 
less medical  necessity  required  the  recall  of 
the  consultant.  On  the  other  hand,  a frank 
discussion  between  the  attending  jdiysician 
and  the  consultant  could  lead  to  the  transfer 
of  the  case  to  the  care  of  the  consultant.  A 
third  alternative  is  for  continuing  observation 
and  advice  by  the  consultant  to  the  attending 
without  submission  of  a claim  for  daily  care — 
a sort  of  noblesse  oblige. 

None  of  the  answers  is  completely  satisfactory 
nor  does  any  of  them  guarantee  appropriate 
patient  care  and  fiscal  satisfaction  of  both 
physician  parties.  However,  physicians  must 
recognize  the  inherent  problems  of  reimburse- 
ment in  this  situation. 


Staff  Privileges  to 
Chiropractors 

Responding  to  a recpiest  from  the  .State  Medi- 
cal Society  of  Wisconsin,  Josejdi  M.  Simonai- 
tis,  LL.B.,  (of  the  AM.\  General  Counsel’s 
office)  has  reviewed  the  right  of  a hospital  to 
refuse  staff  privileges  to  a chiiopractor.  In 
abstract,  Mr.  Simonaitis’  reply  follows: 

Although  tliere  are  no  reported  court  decisions  di- 
rectly on  this  point,  a hospital,  whether  private  or 
public,  has  not  only  a right  but  also  a duty  to  refuse 
to  grant  staff  privileges  to  a chiropractor.  This  duty 
flows  from  the  duty  of  a hospital,  acting  upon  the 
recommendation  of  its  medical  staff,  to  protect  its 
patients  from  unqualified  and  incompetent  practi- 
tioners. 

The  only  reported  court  decision  involving  a chiro- 
practor’s application  for  hospital  staff  privileges  is 
Boos  V.  Donnell,  421  P.2d  644  (Okla.  1966)  . In  this 
case,  the  governing  board  of  a public  hospital  rejected 
the  applications  of  two  chiropractors  for  staff  privi- 
leges. The  chiropractors  filed  suit  to  recover  damages 
for  the  allegedly  wrongful  rejection  of  their  applica- 
tions. 

Affirming  the  judgment  in  favor  of  the  hospital,  the 
Supreme  Court  of  Oklahoma  based  its  decision  on  an 
interpretation  of  several  state  statutes.  It  noted  that 
the  statutes  which  established  the  hospital  required 
the  hospital  to  provide  personnel  to  render  medical 
and  surgical  services.  Other  state  statutes  permitted 
only  physicians  and  surgeons  to  practice  medicine  and 
surgery'.  Since  chiropractors  were  not  authorized  to 
render  medical  and  surgical  services,  the  court  ruled 
that  the  hospital  had  a duty  to  reject  the  chiroprac- 
tors’ applications  for  staff  privileges. 

The  hospital’s  duty  to  exclude  unqualified  practition- 
ers from  staff  privileges  flows  from  its  duty  to  the  gen- 
eral public.  The  hospital  would  be  answerable  to  the 
public  for  any  violation  of  this  duty.  This  aspect  was 
discussed  in  Dayan  v.  Wood  River  Township  Hospi- 
tal, 152  N.E.2d  205  (111.  1958)  when  the  court  said: 

“Liability  might  well  be  made  to  fall  upon  the  lios|>i- 
tal  if  their  personnel  or  equipment  were  permitted 
to  be  subject  to  control  of  one  lacking  in  some  of  the 
necessary  professional  skills.  Ibider  the  circumstances, 
it  is  onlv  logical  that  the  institution  have  the  right  to 
safeguard  its  interest  and  the  public  interest  as  well 
by  exercising  discretion  in  the  makeup  of  the  medical 
staff.’’ 

In  addition  to  the  aforementioned,  it  should  be  noted 
that  most  hospital  laws  require  staff  privileges  be 
granted  only  to  physicians  with  an  unrestricted  licen.se 
to  practice  medicine.  The  Joint  Commission  on  .Ac- 
creditation of  Hospitals  also  requires  that  medical 
staff  membership  shall  be  limited  to  individuals  who 
are  fully  licensed  to  practice  medicine.  If  a hospital 
were  to  grant  staff  privileges  to  a chiropractor,  it 
might  lose  its  accreditation,  and  it  might  lose  its 
state  license.  Thus  it  is  clear  that  hospitals  hate  a 
duty  to  refuse  to  grant  staff  privileges  to  individuals 
who  do  not  have  the  same  high  degree  of  knowledge, 
training,  and  experience  as  is  possessed  by  doctors  of 
medicine.  Hospitals  would  breach  their  duty  to  the 
public  if  they  granted  staff  privileges  to  practitioners 
of  an  unscientific  form  of  patient  care. 
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Dear  Doctor: 


The  American  Red  Cross 


advertising  contributed 

for  the  public  good  \ f.  ™ 


This  month’s  “Bio-Science  Reports,’’  on 
the  page  opposite,  is  another  service  of 
Bio-Science  Laboratories. 

From  time  to  time,  you’ll  be  seeing  dif- 
ferent reports  in  your  New  Jersey  State 
Medical  Society  Journal  dealing  with 
laboratory  medicine  as  it  applies  to 
your  clinical  practice. 

Overthe  past25  years,  physicians  such 
as  yourself  have  found  that  our  labo- 
ratory service  provides  a continuing 
source  of  accurate  results  and  helpful 
literature.  An  additional  service  is  pro- 
vided to  our  New  Jersey  clients  through 
our  Branch  Laboratory  in  Philadelphia. 

Please  use  the  coupon  at  the  bottom  of 
the  “Bio-Science  Reports”  to  request 
any  information  about  our  services, 
fees,  orfree  starter  materials:  or  call  the 
Philadelphia  office  and  ask  for  Dr.  Carl 
Alper. 

We  are  looking  forward  to  serving  you. 
Sincerely, 


Donald  C.  Cannon,  M.D.,  Ph.D. 
Director 


Bio-Science 

Laboratories 
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Vitamin  B12  and  Folate 

Why  and  when 

Depletion  of  Vitamin  B,2  is  the  paramount  feature  of  per- 
nicious anemia  and  is  a pathogenetic  factor  in  most  cases 
of  the  megaloblastic  syndrome.  In  true  pernicious  anemia 
or  following  total  gastrectomy,  the  B,2  deficiency  arises 
from  a selective  absorption  defect  caused  by  the  absence 
of  intrinsic  factor,  a glycoprotein  secreted  in  normal  gas- 
tric juice.  Vitamin  B,2  deficiency  may  also  occur  from  vari- 
ous other  causes,  most  important  of  which  are  the  various 
malabsorption  syndromes.  Serum  levels  are  a reliable 
indication  of  Vitamin  B,2  nutrition  when  liver  disease  and 
myeloproliferative  disorders  can  be  ruled  out.  Hepato- 
cellular damage,  especially  viral  hepatitis,  can  cause 
release  of  Vitamin  B,2-binding  protein  into  the  blood,  thus 
facilitating  an  increase  in  Vitamin  B,2  levels. 

Serum  B,2  is  decreased  in: 

Pernicious  anemia 
Malabsorption  syndrome 
Gastrectomy 

Lesions  of  the  small  intestine  — ileal  resection,  blind 
loop,  strictures,  diverticulosis,  anastomosis,  regional 
enteritis 

Nutritional  vitamin  deficiency 
Pregnancy 

Diphyllobothrium  latum  infestation 

Serum  B,2  is  increased  in: 

Acute  and  chronic  myelogenous  leukemia 

Polycythemia  vera 

Myeloid  metaplasia 

Liver  disease  — cirrhosis,  hepatitis 


Megaloblastic  anemias  of  infancy  and  pregnancy  are 
frequently  the  result  of  folate  deficiency.  Infants  with 
various  pathological  conditions  are  predisposed  to  folate 
deficiencies.  Rapidly  growing  tissues  and  intensive  hema- 
topoiesis to  meet  the  steadily  expanding  blood  volume  in- 
crease the  demand  for  folate.  Reserves  are  low  even  in 
healthy  infants,  especially  those  fed  with  heated  cow’s 
milk.  Any  infection  may  produce  a clinical  deficiency  state. 

Although  some  infants  with  megaloblastic  anemia 
respond  to  small  doses  of  Vitamin  B,2,  this  therapeutic 
“cross-effectiveness”  has  not  yet  been  fully  explained  and 
treatment  with  the  “wrong”  vitamin  is  potentially  danger- 
ous. In  megaloblastic  anemias  cytological  examinations 
cannot  establish  the  specific  etiology.  Since  diagnosis  by 
therapeutic  trials  is  cumbersome,  the  investigation  of 
serum  levels  of  both  compounds  is  indicated. 

Borderline  serum  folate  levels  are  difficult  to  interpret  in 
those  patients  with  little  or  no  hematologic  changes.  In 
such  cases  the  measurement  of  red  blood  cell  (RBC) 
folate  levels  (where  B,2  deficiency  has  been  excluded)  will 
provide  an  accurate  quantitative  guide  to  the  severity  of 
folate  deficiency.  When  RBC  folate  is  subnormal  the  indi- 
cations are  a severe  depletion  of  the  folate  content  of  both 
the  hemopoietic  and  liver  cells. 


Bio-Science 

Laboratories 


Main  Lab : 7600  T yrone  Ave . , 
Van  Nuys,  California  91405 
Philadelphia  Branch: 

116  So.  Eighteenth  St., 
Philadelphia,  Pa.  19103 
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Bio-Science  Laboratories 

7600  Tyrone  Avenue 
Van  Nuys,  California  91405 

Dept.  X 


CDcc  handbook  of  specialized 

rncc  DIAGNOSTIC  LABORATORY  TESTS 


Gentlemen:  Please  send  me,  without  obligation: 


Q A copy  of  your  Handbook  of  Specialized 
Diagnostic  Laboratory  Tests 

Q A starter  lab  pack  containing  a small  supply  of 
postage-paid  mailing  containers  and  Fee  Schedule 

Q Information  on 

(write  in  name  of  test) 


Name 


Address 


City 


State  Zip 


This  190-page  book,  now  in  its  ninth 
edition,  is  a uniquely  informa- 
tive source  to  keep  you  up- 
to-date  on  the  newer 
laboratory  tests,  such 
as  Vitamin  B,2  and 
folate,  available  to  clini- 
cians. You  will  find  it  a 
handy  reference  guide  for 
normal  values  and  quick 
summations  on  tests  which 
can  aid  in  your  diagnostic 
problems.  Copies  are  available 
to  physicians  and  lab  personnel 
without  obligation.  Simply  fill  out 
and  mail  this  coupon. 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 
Nicin 


CAPSULES 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 

CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvemenL 

Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazoie 100  mg.  • Nicotinic  Acid  ...100  mg 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg 

l-Glutamic  Acid  SO  mg.  • Niacinamide  5 mg 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg 

AVAILABLE:  Bottles  100,  500,  1000 

SlOE  EFFECTS:  Most  persons  experience  a flushing  and  tin 
gling  sensation  after  taking  a higher  potency  nicotinic  acid 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient 
INOICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENOEO  GERIATRIC  OOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINOICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 

Wr/(e  /or  literature  and  samples  . . . 

(BnsQ9THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

*AV«IUBU  ON  NEBUEST:  Ronald  I.  Goldberg,  M.D.  & Franklin  I.  Shuman.  M O 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII.  No.  6,  June  1964. 
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How  Informed  Is 
"Informed  Consent?" 

A patient  may  consent  to  an  operation,  and 
later  start  malpractice  litigation  on  the  theory 
that  his  consent  was  not  “informed” — that  is, 
that  the  patient  had  not  been  informed  of  the 
possible  risks  of  the  surgery  or  of  alternatives 
to  the  operation.  In  a 1972  decision,  the  Cali- 
fornia Supreme  Court  spelled  out  some  guide- 
lines with  respect  to  “informed  consent.” 
These  are  abstracted  below  from  the  Decem- 
ber 18,  1972  American  Medical  Association 
News. 

While  a physician  need  not  give  his  patient  a 
course  in  medicine,  the  court  concluded  that 
“as  an  integral  part  of  the  physician’s  over-all 
obligation  to  the  patient,  there  is  a duty  of 
reasonable  disclosure  of  the  available  choices 
with  respect  to  proposed  therapy  and  the  dan- 
gers inherently  and  potentially  involved  in 
each.”  The  court,  in  essence,  held  that  a physi- 
cian must  tell  his  patient  everything  that  the 
patient  needs  to  know  to  make  an  intelligent 
decision. 

The  ruling  (the  state  court’s  first  on  in- 
formed consent)  stemmed  from  a malpractice 
suit  by  a man  who  suffered  a severed  artery  in 
the  spleen  while  undergoing  surgery  for  a du- 
odenal ulcer.  As  a result  of  internal  bleeding, 
his  spleen  was  removed;  he  later  developed  a 
gastric  ulcer. 

The  issue  centered  on  the  fact  that  the  pa- 
tient had  not  been  informed  before  the  oper- 
ation about  the  risk  to  his  spleen — which  the 
court  found  occurs  in  approximately  5 per 
cent  of  such  operations. 

In  reaching  its  decision,  the  court  adopted 
four  postulates:  (1)  patients  are  generally 

persons  “unlearned”  in  medical  science;  (2) 
an  adult  of  sound  mind  has  the  right  to  “de- 
termine whether  to  submit  to  lawful  medical 
treatment;”  (3)  the  patient’s  consent  to  treat- 
ment “must  be  an  informed  consent”  to  be 
legally  effective;  and  (4)  the  patient  “has  an 
abject  dependence  upon  and  trust  in  his 


physician  for  the  informal  ion  upon  whic  h he 
relies,  thus  raising  an  obligation  in  the  physi- 
cian which  transcends  arins-lengtli  transac- 
tions.” 

I'he  court  concluded:  “A  medical  doctor, 
being  the  expert,  appreciates  the  risks  inher- 
ent in  the  procedure  he  is  prescribing,  the 
risks  of  a decision  not  to  undergo  the  treat- 
ment, and  the  probability  of  a successful  out- 
come of  the  treatment.  But  once  this  informa- 
tion is  disclosed,  that  aspect  of  the  doctor’s 
expert  function  has  been  performed.  The 
weighing  of  these  risks  against  the  individual 
subjective  fears  and  hopes  of  the  patient  is 
not  an  expert  skill.  Such  evaluation  and  deci- 
sion is  a non-medical  judgment  reserved  to 
the  patient  alone.” 

Unless  the  patient’s  consent  historically  is  im- 
plied, as  in  an  emergency,  the  physician  has  a 
duty  to  obtain  the  patient’s  informed  consent 
before  performing  a procedure. 

For  all  procedures,  risks  not  commonly 
thought  of  as  being  remote  must  be  disclosed. 

In  a simple  procedure  (e.g.,  a common  blood 
sample)  risks,  which,  by  common  knowledge, 
have  a low  degree  of  incidence  need  not  be 
discussed. 

In  a com])licated  procedure,  there  is  a duty  to 
disclose  all  risks  which  could  result  in  “death 
or  serious  bodily  harm,”  regardless  of  the 
likelihood  of  such  risks  and  “to  explain  in  lay 
terms  the  complications  that  might  occur.” 

Alternative  modes  of  procedures  must  be  dis- 
closed whenever  applicable. 

A disclosure  by  the  physician  is  not  required 
‘beyond  that  required  within  the  medical 
community”  if  the  physician  “can  prove  by  a 
preponderance  of  the  evidence  that  he  relied 
upon  facts  which  would  demonstrate  to  a rea- 
sonable man  that  the  disclosure  would  have  so 
seriously  upset  the  patient  that  the  patient 
would  not  have  been  able  dispassionately  to 
weigh  the  risks  of  refusing  to  undergo  the 
recommended  treatment.” 
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New  Face  at  HEW 

At  the  helm  of  the  Department  of  Health, 
Education,  and  Welfare  will  be  a new  kind  of 
secretary,  a man  with  a reputation  as  a bud- 
get slasher  with  a zeal  for  protecting  the  tax- 
payer’s dollar. 

Caspar  Weinberger  will  be  the  first  HEW 
Secretary  schooled  in  the  money  world  of 
fiscal  prudence.  Nicknamed  “Cap  the  Knife,” 
Weiidjerger’s  appointment  to  run  the  gov- 
ernment’s social  welfare,  health,  and  edu- 
cational programs  perhaps  marks  the  Pres- 
ident’s most  daring  cabinet  decision.  Selection 
of  the  55-year  old  California  lawyer  seems  to 
be  proof  of  the  President’s  intention  to  re- 
verse the  tide  of  heavier  federal  welfare  spend- 
ing, to  channel  more  money  and  responsibil- 
ities to  states  and  localities,  and  to  steer  away 
from  the  European  welfare  state  concept. 

^\’einberger  will  be  moving  over  to  HEW 
from  the  post  of  director  of  the  White  House 
Office  of  Budget  and  Management.  At  HE'U^ 
he  will  be  thrust  into  the  limelight  and  in 
short  time  tvill  become  one  of  the  best-known 
public  figures  in  the  nation.  HEW  depart- 
ment secretaryship  has  served  most  of  its  oc- 
cupants well.  Outgoing  Secretary  Elliot  Rich- 
ardson was  elevatetl  to  the  more  powerful 
and  prestigious  post  of  Defense  Secretary. 
Abraham  Ribicoff,  who  despaired  of  presid- 
ing over  the  “can  of  Avorms”  at  HEW  found 
his  tenure  there  no  handicap  in  his  race  for 
the  Senate. 

^\'einberger  is  no  stranger  to  the  operations 
of  HEW.  At  the  Budget  Office  he  became 
well  accpiainted  with  the  finances  of  HE\V 
and  indeed  in  tandem  with  the  Wdiite  House 
exerted  extraordinary  fiscal  jiowers  over  fetl- 
eral  health  programs.  AV'^einberger’s  appoint- 
ment may  end  a chafing  dichotomy  between 
the  White  House  staff  and  tlie  White  House 
O.MB  on  the  one  fiand  and  HEW  on  the 
other.  VV’einberger  is  likely  to  propose  HEW 
cuts  that  will  enrage  some  Congressmen,  but 
on  the  hole  the  expectation  here  is  that  he 
won'-  !k‘  easii\  categori/etl  except  perhaps  as 


a pragmatist.  He  has  noted,  for  example,  that 
more  than  71  per  cent  of  federal  expendi- 
tures are  for  things  over  which  the  Adminis- 
tration has  no  control — such  items  as  interest 
on  the  national  debt.  Medicare,  and  veterans 
compensation. 


Use  of  INH  in  Tuberculosis 

A communication  from  Ccwnmissioner  Cowan 
of  the  State  Department  of  Health  calls  atten- 
tion to  a recent  release  from  DHEW  concern- 
ing use  of  INH  in  prophylaxis  and  treatment 
of  tuberculosis  and  the  special  surveillance 
of  isoniazid-associated  hepatitis  and  deaths 
observed  in  one  city.  Investigation  of  this 
seemingly  high  incidence  of  liver  dysfunction 
among  3,170  patients  in  Baltimore — 1.04  per 
cent — will  continue,  but  DHEW  stressed  “that 
there  is  no  need  to  change  in  any  way  the  use 
of  isoniazid  as  a chemotherapeutic  agent  in 
the  treatment  of  tuberculosis.  However,  until 
further  information  about  the  relation  of 
alcohol  and  isoniazid-associated  hepatotoxicity 
is  developed,  it  is  recommended  that  alcoholics 
who  have  been  infected  with  the  tubercle  ba- 
cillus but  who  do  not  have  abnormal  chest 
films  or  any  other  risk  factors  should  not  be 
given  preventive  treatment.  Other  than  that 
there  are,  at  present,  no  indications  for  a 
change  in  the  use  of  isoniazid  chemoprophy- 
laxis. W'e  continue  to  recommend  that  ison- 
iazid preventive  treatment  be  utilized  as  in- 
dicated, provided  patients  are  adequately 
supervised.” 

The  New  Jersey  Department  of  Health  rec- 
ommends monthly  surveillance  of  each  indi- 
vidual receiving  INH  and  suggests  that,  if 
there  are  symptoms  of  liver  dysfunction,  ap- 
propriate laboratory  tests  be  done  at  a local 
hospital  equipped  for  this  type  of  work. 
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PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

The  following  physicians  have  written 
to  the  Executive  Office  of  MSNJ  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physician.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 


ANESTHESIOLOGY -Nascer  M.  Raja,  M.D.,  1491  East 
191st  Street,  Euclid,  Ohio  441 17.  King  Edward  (Paki- 
stan) 1965.  Board  eligible.  Group,  solo,  or  ijarlner- 
ship.  .\vailable  June  1973. 

GENERAL  PRACTICE-Charlcs  Levitan.  M.D.,  2801 
South  King  Drive,  Chicago  60616.  Harvard  1972. 
Group,  partnership,  solo.  Available  July  1973. 

INTERNAL  MEDICINE — Mirza  Ashraf,  M.D.,  950  49th 
Street,  Brooklyn  11219.  Pakistan  1967.  Board  elig- 
ible. Subspecialty,  cardiology.  Group,  partnership, 
solo,  or  hospital. 

Stephen  A.  Anish,  M.D.,  33  North  Third  .Avenue, 
Mount  Vernon,  New  York  10550.  George  Washing- 
ton 1968,  Board  eligible.  Group  or  partnership, 
.Available  July  1973. 

Shahuawaz  S.  JalTer,  M.D.,  5173  Whetstone  Road, 
Richmond,  Virginia  23234.  University  of  Karachi 
(Pakistan)  1967.  Board  certified.  Subspecialty,  gas- 
troenterology. Group,  as.sociate,  or  partnership.  .Avail- 
able July  1973 

M.1..A.  Malik,  M.D.,  226  I.incoln  Avenue,  .Apt.  jjtl7, 
Newark  07104.  King  Edward  (India)  1962.  Board 
eligible.  Subspecialty,  pulmonary  disease.  Group, 
partnership,  or  associate.  Available  August  1973. 

James  J.  Mertz,  M.D.,  1180  Beacon  Street,  Brook- 
line, Massachusetts  02146.  Harvard  1961.  Board 
eligible.  Group  or  partnership.  Available  Spring 
1973. 

Barry  J.  Weber,  M.D.,  30  Merle  Place,  .Apt.  3-D, 
Staten  Island,  New  York  10305.  George  Washington 
University  1966.  Board  certified.  Subspecialty,  pul- 
monary disease.  Group  or  partnership.  Available 
July  1973. 

I'iac  Son  Co.,  M.D.,  475  West  End  Avenue,  .Apt.  5, 
North  Plainfield  07060.  Far  Eastern  University  1%5. 
Board  eligible.  Solo  or  group.  Available  July  1973. 

Edward  Jang,  M.D.,  7 Hegeman  Avenue,  Apt.  10-D, 
Brooklyn  11212.  National  University  (Taiwan)  1965. 
Board  eligible.  Group  or  partnership.  Available  July 
1973. 


OBSTETRICS-GYNECOLOGY  -Mohammad  H.Saidi, 
M.D.,  8 Bell  Terrace,  Belleville  07109.  Tehran  1967. 
Hospital,  group,  associate.  Available  July  1973. 

Ching-Ho  Lin,  M.D.,  115  Browne  Street,  Apt.  3, 
Brookline,  Massachusetts  12146.  National  University 
(Taiwan)  1965.  Board  eligible.  Associate  or  j>art- 
ner.  Available  July  1973. 

OPHTHALMOLOGY -Steven  M.  Greenberg,  M.D.,  17- 
320  W'hitcomb  Street,  Detroit,  Michigan  48235. 
W'ayne  State  University  1969.  .Solo  or  partnership. 
.Available  after  July  1973. 

ORTHOPEDICS -Pedro  F.  Bermaiin,  .M.D.,  21  Hillcrcst 
Road.  West  Caldwell,  New  Jersey  07006.  University 
of  Chile  1963.  Grouj)  or  partnership.  .Available 
March  1973. 

Ralph  Kuhn,  M.D.,  860  Main  Street,  Hackensack 
07601.  Fel  .-Aviv  (Israel)  1968.  Board  eligible.  Part- 
nership or  group.  .-Available  July  1973. 

OTOLARYNGOLOGY— Fakamitsu  Nakamura,  M.D., 
3428  AVoodcock  Cxmrt,  Memphis,  Tennessee  38116. 
Osaka  University  (Japan)  1960.  Board  certified. 
.Available  July  1973. 

PATHOLOGY  — T.  A'.  A'aidyanathan,  M.D.,  Sinai  Hos- 
pital, Baltimore,  Maryland  21215.  Trivandrum 
(India)  1962.  Group  or  institution.  .Available  July 
1973. 

PEDIATRICS —K.  AA'igneswaran,  M.D.,  98-15  Horace 
Harding  Expressway,  .Apt.  10-L,  Corona,  New  A'ork 
11368.  Ceylon  1966.  Board  eligible.  Hospital,  group, 
or  partnership.  .Available. 

Paul  .Avondoglio,  M.D.,  42-30  Hampton  Street,  Elm- 
hurst, New  York  11373.  SUNA'  (Downstate)  1969. 
Board  eligible.  Group  or  partnership.  .Available 
July  1973. 

Chun  H.  Lu,  Af.D.,  647  .Albany  .Avenue.  .Apt.  1-F, 
Brookivii,  New  A'ork  11203.  Tai-AA'an  1965.  Board 
eligible.  Group,  partnership,  association.  .Available 
July  1973. 

A'un  Chill  Pak,  M.D.,  1533  Townsend  .Avenue,  .Apt. 
4-H,  Bronx,  New  A'ork  10452.  Cho-Nam  Univei-sity 
(Korea)  1965.  Board  eligible.  Group,  solo,  or  as- 
sociate. .Available  July  1973. 

SURGERY  —Chun  Hyun  Oh,  M.D.,  98-30  57ih  .Avenue, 
.Apt.  9-L,  Corona,  New  A’ork  11368.  Korea  1966. 
Board  eligible.  Group,  partnership,  or  solo.  .Availa- 
ble. 

Roinuaklo  M.  Laygo.  M.D.,  28-14  Brookhaven  .Ave- 
nue, Ear  Rockaway,  New  A'ork  11691.  Tomas  (Man- 
ila) . Solo,  group,  or  partnership.  .Available. 

Suraphol  .Arkkrapridi,  M.D.,  4545  Palisade  .Avenue, 
Union  City,  New  Jersey  07087.  Thailand  1966.  Board 
eligible.  Group,  partnership,  or  solo.  .Available. 

THORACIC  AND  CARDIOVASCULAR  SURGERY-Ri- 
cardo  M.  Cuaycong,  M.D..  Box  68.  Happy  A'alley 
Road.  South  AV'illiamson.  Kentucky  25661.  Tomas 
(Manila)  1961.  Board  certified  in  General  Surgery. 
Board  eligible  in  Thoracic  and  Cardiovascular  Sur- 
gery. Group,  partnership,  or  solo.  .Available  July  1973. 
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ANNOUNCEMENTS 


Clinical  Application  of  Basic  Sciences 

The  Burlington  County  Memorial  Hospital 
offers  the  following  programs  for  March  and 
April,  in  its  series  on  the  clinical  applica- 
tion of  the  basic  sciences: 


March  14 
March  29 
April  11 
April  26 


Adolescent  Psychiatry  — Clinical  Studies 
Arnold  M.  Kallen,  M.l). 

Adolescent  Psychiatry  — Management 
Arnold  M.  Kallen,  M.D. 
Pharmacotherapy  of  Mental  Disorder 
George  M.  Simpson,  M.D. 
Pharmacotherapy  of  Mental  Disorder 
Nathan  S.  Kline,  M.D. 


March  8 
March  15 
March  22 
March  29 

April  5 
April  12 


Thyroid  Disease 
Aesthetic  Surgery 
Use  of  Isoenzymes  in  Diagnosis 
Pre  and  Postoperative  Medical  Evalua- 
tion 

Management  of  Leukemia 
Myeloproliferative  Disorders 


Lectures  are  supported  by  grants  from  Merck, 
Sharp,  and  Dohme,  Schering  Laboratories,  and 
Upjohn  Company.  Sessions  convene  at  3:30 
p.m.  in  the  Summey  Building.  AAFP  gives  one 
and  a half  credits  per  lecture.  Additional  in- 
icormation  may  be  obtained  from  the  Depart- 
ment of  Medical  Education,  Burlington  Coun- 
ty Memorial  Hospital,  Mount  Holly. 


Radiologic  Seminars 

Rutgers  Medical  School  (CMDNJ)  an- 
nounces the  following  program  in  its  series  of 
seminars  in  radiology: 

March  14  Technics  of  Studying  Strokes 
Ray  Brinker,  M.D. 

St.  Vincent’s  Medical  Center 
April  18  Diagnosis  of  Renal  Masses 

Howard  M.  Pollack,  M.D. 

Episcopal  Hospital 

May  16  Head  and  Neck  Cancer 

Patrick  [.  O’Kelley,  M.D. 

St.  Peter's  General  Hospital 

Sessions  convene  at  5 p.m.  in  Link  Room  203 
at  the  Basic  Science  Building,  Rutgers  Medi- 
cal School,  New  Brunswick — no  fee.  Further 
information  may  be  obtained  by  writing  to 
Charles  P.  diLiberti,  M.D.,  Raritan  Valley 
Hospital,  257  Greenbrook  Road,  Green 
Brook,  New  Jersey  08812. 


Psychiatric  Graduate  Programs 

Fair  Oaks  Hospital  in  Summit,  in  cooperation 
with  the  Academy  of  Medicine  of  New  Jersey, 
has  arranged  the  following  programs  in  a 
series  on  continuing  education  in  psychiatry: 


Sessions  are  held  at  the  hospital,  19  Prospect 
Street,  Summit,  and  convene  promptly  at  3 
p.m.  Further  information  may  be  obtained 
from  Granville  L.  Jones,  M.D.,  Director  of 
Research  and  Education  at  the  hospital. 

Graduate  Lectures  in  Surgery 

Additional  programs  in  the  “Distinguished 
Lecture  Series”  offered  by  the  Department  of 
Surgery  of  the  New  Jersey  Medical  School 
(CMDNJ)  have  been  listed  as  follows: 

March  19  Acute  Aspiratory  Distress 

Watts  R.  Webb,  M.D.,  Professor  of 
Surgery 

SUNY,  Upstate  Medical  Center 
April  16  Experience  in  Civilian  Disasters 

Worthington  G.  Schenk,  Jr.,  M.D. 
Chairman,  Department  of  Surgery 
SUNY  at  Buffalo 

The  lectures  are  held  at  4 p.m.  in  the  am- 
phitheater, 2nd  floor,  Martland  Hospital, 
Newark.  There  is  no  charge.  Guarded  parking 
is  available  in  parking  areas  “M”  at  12th  and 
Bergen  Streets.  Other  lectures  will  be  an- 
nounced in  a later  issue.  For  further  informa- 
tion, write  to  Eric  J.  Lazaro,  M.D.,  Professor 
of  Surgery',  Martland  Hospital  unit,  CMDNJ, 
65  Bergen  Street,  Newark  07107. 

Symposium  on  Learning  Disabilities 

Announcement  is  made  that  on  March  19, 
1973,  a symposium  on  learning  disabilities  is 
scheduled  at  Rutgers  University.  This  is  the 
project  of  the  group  known  as  “SynnKtsium” 
and  de.scribcd  as  “concerned  tvith  those  chil- 
dren Avho  have  good  intelligence  but  who  ha\  e 
difficulty  learning  academic  skills  by  conven- 
tional methods.”  For  more  information,  write 
to  Symposium,  Box  26,  North  Branch,  New 
Jersey  08876. 
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Peripheral  Vascular  Disease  Seminar 

You  are  invited  to  attend  an  afternoon  collo- 
quium on  peripheral  vascular  disease  on 
Wednesday,  April  4th,  at  Hamilton  Hospital, 
VV'hite  Horse-Hamilton  Scjuare  Road,  Tren- 
ton. Buffet  luncheon  will  be  served  at  noon. 
The  program  begins  at  12:30  and  runs  until 
about  4:30  p.m.  For  further  details  please 
write  to:  David  J.  Felder,  D.P.M.,  Hamilton 
Hospital,  Box  “H”,  Trenton  08690. 


Sheen  Award  Nominations  Now  Open 

Do  you  know  of  any  physician  who  has  made 
“outstanding  contributions  to  medicine?”  If 
so,  you  are  invited  to  submit  his  or  her  name 
w’ith  a statement  of  the  accomplishments 
which  justify  this  award.  For  more  details 
and  the  appropriate  form,  write  to  Sheen 
Award  Committee,  American  Medical  Associ- 
ation, 535  North  Dearborn  Street,  Chicago 
60610. 


Medical  Woman  of  the  Year 

The  annual  Woman  of  the  Year  meeting  of 
the  New  Jersey  Medical  Women’s  Association 
will  be  held  at  Gene  Boyle’s  Restaurant  on 
Route  3 in  Clifton  on  \VTdnesday,  April  11,  at 
6:30  p.m.  For  details,  write  to  Dr.  Coralyn  R. 
Flad,  E.  R.  Squibb  & Sons,  Inc.,  Georges 
Road,  New  Brunswick  08903. 


Seminar  on  Ethics  in  Biomedical  Sciences 

The  College  of  Medicine  and  Dentistry  of 
New  Jersey  announces  a series  of  four  “Pres- 
ident’s Seminars”  on  ethics  in  biomedical 
sciences.  These  are  made  possible  by  a special 
grant  from  Merck  and  Company  of  Rahway. 
Sessions  will  be  held  at  the  Rutgers  Medical 
School,  CMDNJ,  University  Heights  Campus, 
Piscataway,  on  two  Wednesdays  in  April  and 
two  in  May.  The  schedule  is  as  follows: 


April  11  (7  p.m.)  Informed  Consent 

\’incent  P.  Collins,  M.D. 
I'niversity  of  Texas 

April  25  (5  p.m.)  Genetic  Counseling 

James  R.  Sorenson,  Pli.D. 
Princeton  I'niversity 


May  9 (7  p.m.)  Definition  of  Death 

Robert  M.  Veatch,  Ph.D. 
Institute  of  Society,  Ethics,  and 
the  Life  Sciences 


May  30  (5  p.m.)  World  Health  Organization  and 
Mental  Health 
T.  Adeoye  Lambo,  M.D. 

World  Health  Organization 


.A  (juestion  and  answer  period  will  follow 
each  pre.sentation.  Further  information  may 
be  obtained  by  writing  to  the  College  of  Med- 
icine and  Dentistry,  100  Bergen  Street, 
Newark  07103. 


Graduate  Program  in  Internal  Medicine 

The  Department  of  Medicine  at  Rutgers  Med- 
ical School  is  currently  accepting  applications 
for  postgraduate  study  in  internal  medicine 
for  interns  and  residents,  for  the  academic 
year  beginning  July  1,  1973.  (See  page  161  of 
the  February  1973  issue  of  this  Journal  for 
complete  outline  of  the  program.)  All  in- 
quiries should  be  directed  to  Hadley  L.  Conn, 
Jr.,  M.D.,  Chairman  of  the  Department  of 
Medicine,  Rutgers  Medical  School,  P.O.  Box 
101,  Piscataway  08854. 

Fulminant  Hepatitis  Study 

Fulminant  hepatitis  is  the  most  severe  mani- 
festation of  viral  hepatitis.  Its  mortality  rate 
of  80  per  cent  has  remained  unaltered  in 
spite  of  treatment,  such  as  exchange  transfu- 
sion or  steroids.  Administration  of  hyperim- 
mune hepatitis  B antibody  (HB  .Ab)  to  a 
small  number  of  patients  with  fulminant  hepa- 
titis B has  produced  an  encouraging  reduc- 
tion in  mortality.  HB  .Ab  is  now  available 
through  a national  cooperative  study.  The 
division  of  Hepatology  and  Nutrition  of  the 
New  Jersey  Medical  School,  College  of  Medi- 
cine and  Dentistry  of  New  Jersey  at  New'ark, 
is  the  coordinating  center  of  this  study  in 
New  Jersey,  and  members  of  the  Division 
are  interested  in  seeing  patients  with  fulmin- 
ant hepatitis.  Those  admitted  to  the  study 
will  receive  either  albumin  or  hyperimmune 
sera  in  a double-blind  fashion.  It  is  antici- 
pated that  other  agents  will  become  available 
through  this  study  in  the  future.  For  fur- 
ther information,  please  write  to  Carroll  M. 
Leevy,  M.D.,  Director,  Division  of  Hepatolog)’ 
and  Nutrition,  New  Jersey  Medical  School, 
CMDNJ,  100  Bergen  Street,  Newark  07103. 
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MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


March 

8 Academy  of  Medicine  of  New  Jersey 
and  Englewood  Hospital 
Englewood  Hospital 
Englewood 

Interesting  Chest  X-rays 

10  Academy  of  Medicine  of  New  Jersey 
St.  Francis  Hospital 
Trenton 

Drug  .Abuse  Intervention:  Physician's  Role 

13  Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Dermatologic  Therapy 

13  Academy  of  Medicine  of  New  Jersey 
Paul  Kimball  Hospital 
Lakewood 

Proper  Use  of  Blood  Gases 

14  Fair  Oaks  Hospital  and 

Academy  of  Medicine  of  New  Jersey 

Fair  Oaks  Hospital 

Summit 

Adolescent  Psychiatry 

14  Academy  of  Medicine  of  New  Jersey 
Helene  Fuld  Hospital 
Trenton 

Proper  Use  of  Antibiotics 

20  Academy  of  Medicine  of  New  Jersey 
South  Amboy  Memorial  Hospital 
South  Amboy 
Hepatitis 

20  Academy  of  Medicine  of  New  Jersey 
St.  Michael’s  Medical  Center 
Newark 

Thoracic  and  Cardiovascular  Cases 

20-21  Academy  of  Medicine  of  New  Jersey, 
CMDNJ,  and  Academy  of  Family 


Practice 

Holiday  Inn,  Newark  Aiqport 

Common  Problems  in  Obstetrics  and  Gytic- 
cology 

21  Academy  of  Medicine  of  New  Jersey 
Hospital  Center  at  Orange 

Radiotherapy  of  Breast  Carcinoma 

22  Academy  of  Medicine  of  New  Jersey 
and  Radiological  Society  of  New  Jersey 
Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Motith 

26  Academy  of  Medicine  of  New  Jersey 
New  Jersey  State  Hospital,  Ancora 
Hammonton 

Dilhcult  Diabetic  Patients 

27  Academy  of  Medicine  of  New  Jersey 
and  Mercer  Hospital 

Mercer  Hospital,  Trenton 

Infectious  Disease  atid  .-Antibiotic  Utilization 

28  Academy  of  Medicine  of  New  Jersey 
Perth  Amboy  Memorial  Hospital 
Perth  Amboy 

Differential  Diagnosis  of  Jaundice 

28  Academy  of  Medicine  of  New  Jersey 

St.  Michael’s  Medical  Center 
Newark 

Host  Deficiencies 

28  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 

Treatment  of  Shock 

28  Fair  Oaks  Hospital  and 

Academy  of  Medicine  of  New  Jersey 

Fair  Oaks  Hospital 

Summit 

Adolescent  Psychiatry 
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April 

4 Academy  of  Medicine  of  New  Jersey 
Newark  Beth  Israel  Medical  Center 
Newark 

Modern  Treatment  of  Cancer 

4 Academy  of  Medicine  of  New  Jersey 
and  Hamilton  Hospital 

Hamilton  Hospital 
Trenton 

Occlusive  Peripheral  Vascular  Disease 

5 Academy  of  Medicine  of  New  Jersey 
St.  Barnabas  Medical  Center 
Livingston 

Soft  Contact  Lenses 

11  Academy  of  Medicine  of  New  Jersey 
B.  S.  Poliak  Hospital 
Jersey  City 

Proper  Use  of  Antibiotics 

11  Academy  of  Medicine  of  New  Jersey 
Rutgers  Medical  School 
New  Brunswick 

Coronary  Artery  Surgery 

11  Fair  Oaks  Hospital  and  Academy 
of  Medicine  of  New  Jersey 
Fair  Oaks  Hospital 
Summit 

Pharmacotherapy  of  Mental  Disorder 

17  Academy  of  Medicine  of  New  Jersey 
Martland  Hospital 
Newark 

Thoracic  and  Cardiovascular  Cases 

26  .Academy  of  Medicine  of  New  Jersey 
and  the  Radiological  Society  of 
New  Jersey 

The  Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

26  Fair  Otiks  Hospital  and  Academy  of 
Medicine  of  New  Jersey 
Fair  Oaks  Hospital 
Summit 

I’harmacotherapy  of  Mental  Disorders 

30  Academy  of  .Medicine  of  New  Jersey 
Ancora  Psychiatric  Hospital 
Hammonton 
Hypertension 


Academy  of  Medicine  of  New  Jersey 

Paul  Kimball  Hospital 

Lakewood 

Management  of  Renal  Failure 

The  Medical  Society  of  New  Jersey 
Haddon  Hall,  Atlantic  City 

Annual  Meeting 

Academy  of  Medicine  of  New  Jersey 

Princeton  University 

Princeton 

Heavy  Particles  in  Radiation  Therapy 

Fair  Oaks  Hospital  and  Academy  of 
Medicine  of  New  Jersey 
Fair  Oaks  Hospital 
Summit 

Existential  Psychiatry 

Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 
Diabetic  Neuropathy 

Academy  of  Medicine  of  New  Jersey 
and  the  Radiological  Society  of 
New  Jersey 

The  Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 

Difficult  Diabetic  Patient 


Academy  of  Medicine  of  New  Jersey 
Rutgers  Medical  School 
New  Brunswick 
Annual  Awards  Dinner 

Academy  of  Medicine  of  New  Jersey 
and  the  Radiologieal  Soeiety  of 
New  Jersey 

The  Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

Academy  of  Medicine  of  New  Jersey 
Rutgers  University  Medical  School 
New  Brunswick 

Radiobiology 


May 

8 

12-15 

13 

16 

23 

24 

30 

June 

6 

20 

20 
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LETTER  TO 
THE  JOURNAL 


Are  House  Calls  Outmoded? 

January  8,  1973 

Dear  Doctor  Davidson: 

In  a recent  editorial  you  decry  the  lack  of 
house  calls  and  urged  that  physicians  go  back 
to  making  the  house  call  again  as  an  essential 
part  of  their  service  to  the  public.  This  is  the 
type  of  editorial  I would  expect  to  find  in  a 
lay  journal,  but  I was  rather  surprised  to  find 
that  a physician  of  your  background  and  ex- 
perience should  make  such  a flat  statement 
urging  the  impossible  in  our  urban  communi- 
ty in  this  area. 

For  many  years  I did  both  general  practice 
and  general  internal  medicine  and  made  as 
many  as  20  to  25  house  calls  a day,  and  know 
what  it  is  to  make  house  calls.  I was  not 
brought  up  in  an  era  when  house  calls  were 
not  made  at  all.  In  my  early  days,  this  was 
simple  because  we  all  had  neighborhood 
practices  and  a house  call  never  took  more 
than  ten  minutes  in  transportation  time  to 
reach  the  needy  patient.  But  those  days  are 
long  since  gone.  The  average  house  call  today 
takes  anywhere  from  half  an  hour  to  an  hour 
in  travel  time  which  is  a tremendous  burden 
upon  the  physician  and  would  be  financially 
out  of  the  question  if  the  patient  was  asked  to 
pay  for  the  time  involved  in  traveling.  Since 
we  are  constantly  being  accused  of  raising  the 
cost  of  medical  care,  we  cannot  afford  to 
place  this  burden  of  charge  on  the  patient. 
Yet,  is  it  truly  fair  to  ask  the  physician  to  give 
so  much  to  travel  when  he  is  not  recom- 
pensed? How'  much  of  our  time,  indeed,  are 
we  to  be  asked  to  give  for  nothing?  We  cer- 
tainly give  enough  at  the  present  time  with 
our  many  utilization  review  committees,  aud- 
it committees,  etc.  So,  therefore,  there  is  a 
logistic  and  economic  reason  why  house  calls 
are  difficult  to  make  at  the  present  time. 

But  this  is  not  the  only  problem.  In  my  day. 


the  average  physician  had  office  hours  for,  at 
most,  four  hours  a day  and  the  rest  of  the 
time  was  free  to  make  house  calls.  This  has 
changed  completely  in  the  years  since  VV'^orld 
War  II.  Since  that  time  office  hours  have 
become  longer  as  patients  have  Ijecome  more 
demanding  of  the  physician’s  time  in  the 
office  with  the  well-sick  and  the  well  who 
want  check-ups  to  prevent  disease,  as  well  as 
the  sick  patients  who  demand  immediate  at- 
tention and  rightly  so.  The  physician’s  free 
time  has  been  markedly  constricted  so  that 
the  amount  of  time  that  he  has  to  make 
house  calls  is  far  less  than  it  was  before 
World  AVar  II.  Whether  it  was  in  the  Army 
that  the  average  patient  learned  that  physi- 
cian care  in  the  office  was  desirable  or  not,  I 
have  no  way  of  knowing.  But,  certainly  since 
that  time,  the  demand  on  office  time  has  in- 
creased tremendously  and  this  has  been  one 
of  the  major  factors  in  reducing  the  time  that 
the  physician  has  for  house  calls.  When  you 
add  the  increased  travel  time  involved  to 
make  the  house  call,  it  becomes  physically 
and  temporally  impossible  for  the  average 
physician  to  make  the  house  calls  that  you 
seem  to  think  are  so  easy  and  so  desirable. 

Let  us  look  into  this  question  of  desirability. 
The  American  Heart  .\s.sociation  has  urged 
in  its  “Warning  Signs’’  program  that  the  pa- 
tient go  immediately  to  the  hos]utal  and  not 
waste  time  calling  the  physician;  or  if  they  do 
call,  tlie  physician  has  been  urged  to  send  the 
patient  immediately  to  the  hospital  where  the 
patient  can  receive  immediate  care  if  he 
should  develop  an  arrhythmia.  Certainly  the 
physician  who  goes  to  the  house  to  take  an 
electrocardiogram  to  see  whether  the  patient 
has  or  has  not  had  a heart  attack  knows  very 
little  after  he  has  done  the  electrocardiogram 
if  it  is  normal.  If  the  symptoms  are  suggestive 
of  a myocardial  infarction,  the  physician 
would  be  considered  remiss  if  he  did  not  send 
the  patient  into  the  hospital  for  observation 
at  once.  It  is  ridiculous  to  have  a physician  go 
to  a house,  take  an  electrocardiogram  only  to 
tell  the  patient  to  go  to  the  hospital  anyhow 
because  this  is  Avhat  he  has  been  urged  to  do 
by  the  leaders  in  medicine.  Therefore,  it  is 
much  more  intelligent  to  have  the  patient  go 
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not  even  to  the  physician’s  office  but  directly 
to  the  hospital,  where  an  electrocardiogram 
can  be  taken  and  where  the  patient  can  be 
properly  monitored  so  that  if  he  should  de- 
velop an  arrhythmia  this  could  be  immediate- 
ly noted  and  action  taken  to  stop  the  arrhyth- 
mia and  thus  prevent  fatal  ventricular  fibril- 
lation or  cardiac  arrest. 

The  day  when  it  was  simple  to  make  a diag- 
nosis of  pneumonia  with  a stethoscope  and 
percussion  is  pretty  well  gone.  Many  people 
have  considered  the  stethoscope  to  be  an  ob- 
solete instrument  as  far  as  lung  disease  is 
concerned  and  consider  the  x-ray  as  the  sine 
qua  non  for  a diagnosis.  Therefore,  if  the 
physician  does  go  to  the  house  to  examine 
the  patient  he  will  often  be  hard  put  to  tell 
influenza  from  pneumonia.  Only  in  the  office 
where  he  can  take  a chest  x-ray  or  get  a blood 
count  can  he  truly  make  a diagnosis  and 
therefore  treat  the  patient  properly. 

The  day  when  physicians  should  write  edito- 
rials decrying  the  lack  of  house  calls  is  long 
since  gone.  The  practice  of  medicine  as  we 
saw  it  before  World  War  II  has  changed  com- 
pletely not  because  of  the  physician’s  desire, 
but  because  of  the  change  in  our  entire  socio- 
logic structure,  as  well  as  the  demands  upon 
the  time  of  the  physician  that  have  de- 
veloped. Furthermore,  our  increased  knowl- 
edge of  the  practice  of  medicine  from  a scien- 
tific point  of  view  as  well  as  the  art  of  medi- 
cine make  it  essential  that  most  diagnoses  be 
made  either  in  the  office  or  in  the  hospital 
and  no  longer  can  we  treat  the  patient  prop- 
erly at  home.  It  is  a disservice  to  the  public 
as  well  as  to  the  medical  profession  to  call  for 


a house  call  as  the  need  of  medicine  today. 

There  are  many  instances  where  a house  call 
would  be  of  great  emotional  value  and  sup- 
port to  a family  or  to  a patient,  and  these  are 
probably  still  being  made  in  a much  greater 
proportion  than  you  know.  Certainly  I know 
that  they  are  being  made  since  these  are  not 
the  emergency  tyj>e  of  calls  nor  are  they  the 
type  of  calls  that  demand  that  the  physician 
come  two,  three,  four,  and  five  times  a week. 
This  type  of  call  to  support  a sick  or  dying 
patient  or  to  support  a family  in  a time  of 
emotional  stress  is  still  being  made  by  most  of 
the  physicians  in  the  area,  in  spite  of  the 
problems  that  I have  raised  in  the  foregoing 
paragraphs.  But,  these  are  few  in  number 
and  are  certainly  not  advertised  as  frequently 
as  the  lack  of  house  call  problem  is  aired  in 
the  public  press. 

I would  suggest  that  if  you  are  going  to  write 
editorials,  you  write  them  about  the  problems 
that  face  the  physician  today  with  the 
tremendous  demands  upon  his  time  placed 
upon  it  by  legal  demands  such  as  HR-1  and 
the  Bennett  Amendment,  the  need  for  Third 
Party  Utilization  studies  such  as  are  demand- 
ed by  Blue  Cross,  Blue  Shield,  Medicare,  and 
Medicaid,  all  of  which  take  tremendous  hours 
out  of  the  physician’s  working  day  to  comply 
with  the  rules  of  these  various  bodies.  These 
are  the  problems  that  deny  the  patient  the 
house  call  (and  at  times,  even  adequate  office 
hours) . This  is  where  the  need  for  editorials 
lies,  not  in  the  demand  for  the  often  valueless 
and  impossible-to-make  house  calls. 

Arthur  Bernstein,  M.D. 
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Dr,  Antonio  Fonelli 

One  of  Middlesex  County’s  senior  members, 
Antonio  Fanelli,  M.D.,  died  on  January  24  at 
the  age  of  76.  Born  in  Italy  and  educated  at 
the  University  of  Naples  Medical  School, 
class  of  1923,  Dr.  Fanelli  came  to  Perth  Am- 
boy and  opened  general  practice  in  1924.  He 
continued  to  serve  the  people  of  his  area  as 
family  physician  until  retirement  in  1971.  He 
was  formerly  a member  of  the  staff  at  Perth 
Amboy  General  Hospital.  Dr.  Fanelli  will  re- 
ceive, posthumously,  the  MSNJ  Golden  Merit 
.\ward,  at  ceremonies  held  during  the  1973 
.Annual  Meeting  in  May. 

Dr.  Samuel  Goldman 

Samuel  Goldman,  AI.D.,  who  was  born  in 
1899,  died  on  December  21,  1972.  Dr. 

Goldman  was  a 1924  Hahnemann  graduate, 
who  had  been  chief  of  obstetrics  and  gynecol- 
ogy at  the  West  Jersey  Hospital  in  Camden. 
He  had  served  the  people  of  southern  New 
Jersey  all  his  professional  life.  Dr.  Goldman 
retired  from  active  private  practice  in  1965. 
He  was  a Fellow  of  the  American  College  of 
Surgeons,  and  for  many  decades  had  been 
active  in  the  affairs  of  the  New  Jersey  Obste- 
trical and  Gynecological  Society.  Dr.  Goldman 
was  a member  of  our  Camden  County  Medi- 
cal Society. 

Dr.  Frank  A.  Marshall 

Word  has  just  been  received  of  the  death  on 
October  3,  1972,  of  Frank  A.  Marshall,  M.D., 
a board-certified  internist  who  tvas  68  years 
old  at  the  time  of  his  death.  He  was  a Fellow 
of  the  American  College  of  Physicians.  Dr. 
Marshall  received  his  M.D.  degree  at  New 
York  University  in  1930.  He  was  on  the  staffs 
of  the  North  Hudson  Hospital  in  Weehawk- 
en  and  the  Christ  Hospital  in  Jersey  City. 

Dr.  Alfred  Meneve 

On  January  19,  1973,  at  the  age  of  75,  death 
came  to  Alfred  Meneve,  M.D.,  a well-known 


ohstetriciaii  and  gynecologist  from  Passaic 
County.  Dr.  Meneve  was  a 1920  graduate  of 
Fordham  Medical  School  and  had  held  staff 
appointments  at  St.  Joseph’s  Hospital  in  Pat- 
terson. He  was  a Fellow  of  the  .American 
College  of  Surgeons  and  a member  of  the 
New  Jersey  Obstetrical  and  Ciynccological 
Society.  Dr.  Meneve  was  a reci])ient  of  the 
MSNJ  Golden  Merit  .Award  in  1970. 

Dr.  Herschel  Pettit 

Word  has  just  been  received  of  the  death,  on 
Christmas  Day  1972,  of  Herschel  Pettit,  M.D., 
one  of  our  senior  members  from  Cape  May 
County,  and  former  chief  of  staff  at  Shore 
Memorial  Hospital  in  Somers  Point.  Born  in 
1885,  Dr.  Pettit  was  graduated  from  the  Med- 
ico Chirurgical  College  of  Philadelphia  in 
1910,  and  practiced  general  medicine  in 
Ocean  City  until  retirement  in  1966.  Before 
entering  medical  school,  he  had  taught 
science  in  the  Bloomfield  public  schools  and 
maintained  his  interest  in  the  field  of  educa- 
tion over  the  years,  having  served  on  the 
Board  of  Education  of  Ocean  City  during  the 
1940’s  and  1950’s.  In  1942  Dr.  Pettit  was  hon- 
ored by  the  town  of  Ocean  City  “in  recogni- 
tion of  his  distinguished  service  as  physician, 
educator,  and  civic  leader.’’  He  was  a 1960 
laureate  of  the  MSNJ  Golden  Merit  Award. 

Dr.  Harold  A.  Tarbell 

At  the  magnificent  age  of  94,  Harold  .A.  Tar- 
bell, M.D.,  died  on  December  7,  1972.  He  was 
graduated  in  1900  from  the  Medical  School  at 
Yale.  He  was  the  laureate  of  one  of  our  Gold- 
en Merit  awards  in  1957.  Dr.  Tarhell  was  a 
pioneer  in  bacteriology,  and  served  as  a bac- 
teriologist for  the  Newark  Health  Depart- 
ment from  1905  to  1960.  He  had  had  staff 
affiliations  with  St.  Barnabas,  Newark  City, 
and  Irvington  General  Hospitals.  He  retired 
from  active  practice  in  1952  at  the  age  of  74 
and  was  an  emeritus  member  of  our  Essex 
County  Medical  Society. 


207th  Annual  Meeting 
May  12-15,  1973 
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The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  maie. 
The  concept  of  chemotherapy  plus  the 
physician's  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Ecah  yclioto  tablet  eontoina: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Cit.(l/6gr.)  ..lOmg. 
ClulamicAcId  ...... ..50  mg. 

Thlamlr»e  HCl. 10  mg. 

Doae;  1 tablet  3 times  daily. 
Available: 

Bottles  of  too.  $00. 1000. 


HIGH  POTENCr 
Each  red  tablet  contains: 
Methyl  Testosterone  ..S.Omg. 
Thyroid  Eit.  (Vi  gr.)  ...30  mg. 

Glutamic  Acid SO  mg. 

Thiamine  HCL  .10  mg. 

Dose:  1 tablet  3 times  dally. 
Available: 

Bottles  of  100.  500.  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orance  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Eit.  (t  gr.)  ....64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


Android-Plus 

WITH  HIGH  POTENCY 
e-COMPlEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ell. (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  8-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


m 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  ts  contraindicated  In  patients  with  prostalic  carcinoma,  severe  cardioienaf 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  artd  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  lu  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorena.  nausea,  vomiting  abdominal  pam.  diarrhea,  headache, 
dimness,  lethargy,  paresthesia,  shm  eruptions,  loss  of  libido  m males,  dysuna.  edema,  corrgestive  heart 
failure  and  mammary  carcinoma  in  males 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions;  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  m particular  elderly  patients,  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  In  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  delected. 

Referonceo;  t.  Moniesano.  P.,  and  Evangelista.  I.  Methyltestoslerone-thyrold  treatment  of  se)ual 
impotence.  Clin  Med  12-69,  1966.  7.  Dublin.  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  S-67.  1964  3.  Titeff,  A.  S.  Methyllestosterone-thyroid  In  treating  impotence. 
Gen  Prac  26;6.  1962.  4.  Heilman,  t.,  Sradlow.  H.  L . Zumeft.  B.,  Fukushima,  0.  K.,  and  GalTagher.  T.  F. 
Thyroid-androgen  Interrelations  and  the  hypocholesteremic  effect  of  androslerone.  J Clin  Endocr  19.936, 
1959.  5.  Farris.  E.  J..  and  Colton,  S.  W.  Effects  of  L-thyroiine  and  liothyronine  on  spermatogenesis. 
J Urol  79:863,  1958.  6.  Osel.  A.,  and  Farrar.  C.  E.  United  States  Dispensatory  (ed.  25).  tipplncotl,  Phll»> 
delphia,  1955,  p.  1432.  7.  Wersnub,  L.  P.  Sexual  Impotence  in  the  Male,  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 


Wrlia  tor  literature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 
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BOOK 

REVIEWS 

Cancer  Diagnosis  in  Children.  L.  D.  Samuels,  M.D. 
Cleveland,  CRC  Press,  1972.  Pp.  131.  Illustrated.  ($25) 

This  volume  is  essentially  about  the  use  of  radio- 
nuclides in  the  diagnosis  of  malignant  disease  in  chil- 
dren. Of  the  131  pages,  70  are  devoted  to  nuclear 
medicine.  The  other  aspects  of  cancer  diagnosis  are 
summarized  briefly.  The  section  on  nuclear  medicine 
is  clear  and  well  written.  The  many  photographs  in 
this  section  are  well  reproduced.  I cannot  say  the 
same  for  roentgenograms  in  the  preceding  chapter. 

The  best  advice  in  the  book  is  the  notion  (worth 
reinforcing)  that  whenever  a child  is  seen  for  “minor” 
illnesses,  a relatively  complete  screening  examination 
should  be  performed.  The  author  says  that  this  can 
he  done  in  two  to  three  minutes.  On  the  other  hand 
one  could  reasonably  quibble  with  the  suggestion  that 
pelvic  examinations  be  routinely  performed  on  ninth 
grade  girls. 

.Albeit  earlv  diagnosis  of  malignancy  is  important,  f 
wonder  how  much  anxietv  we  would  produce  by  fol- 
lowing this  bit  of  advice.  Dr.  Samuels  suggests:  “Par- 
ents may  well  be  counseled  to  examine  their  children 
nightly  or  at  least  weekly  for  anything  unusual  in 
their  appearance.”  I also  have  to  question  the  quota- 
tion which  suggests  that  every  childhood  mass  "should 
be  regarded  as  a malignant  tumor  until  its  exact  na- 
ture is  determined  by  histologic  examination  of  the 
removed  tumor.”  This  idea  should  be  tempered  by 
clinical  judgment  and  experience. 

This  book  is  overpriced  at  twenty-five  dollars  unless 
vou  are  particularly  interested  in  nuclear  medicine. 
However,  I enjoyed  reading  the  hook  and  learned  a 
great  deal  from  it. 

S.  J.  Cohen,  M.D. 

Australian  Antigen  and  Hepatitis.  B.  S.  Blumberg, 
A.  I.  Sutnick,  W.  T.  London  and  I.  Millman.  Cleve- 
land, CRC  Press,  1972.  Pp. '74.  Illusfrated.  ($12.50) 

This  monograph  is  a comprehensive  review  of  the 
literature  on  .Australian  antigen  from  1963  to  July, 
1970.  The  timeliness  is  obvious  in  view  of  the  numer- 
ous writings  and  the  unclear  nature  and  status  of  this 
major  biochemical  breakthrough  in  the  studs  of 
hepatitis. 

The  book  is  in  the  form  of  a systematic  presentation 
and  discussion  of  .Au(l)  supported  by  a precise 
listing  of  147  references.  .Also,  the  authors  furnish  a 
supplementary  bibliography  of  almost  300  more  items, 
unused  in  the  present  text,  svhich  svill  be  incorporated 
in  a future  updated  edition. 

The  authors,  all  from  the  Institute  for  Cancer  Re- 
search in  Philadelphia,  are  pioneers  in  the  study  of 
Australian  antigen.  They  have  succeeded  admirablv 
in  presenting  a clear  and  atithoritative  review  of  this 
complicated  subject  plus  a massive  bibliography. 

The  only  one  of  its  kind  to  my  knowledge,  this  book 
is  a valuable  reference  for  many  different  groups  of 
scientists:  the  clinician  who  manages  not  onlv  hepa- 


titis but  .Australian  antigen-related  diseases:  Down’s 
svndrome,  leukemia,  hemotlialysis  patients,  and  so  on; 
the  epidemiologists:  those  who  direct  blootl  banks  and 
bioanalytical  laboratoiies:  the  biologicals  industry;  and, 
finally,  the  researchers  in  the  field. 

Dominic  .\.  .Mauriello.  M.D. 

A Synopsis  of  Contemporary  Psychiatry,  Edition  4. 
George  A.  Ulett,  M.D.  and  D.  Wells  Goodrich,  M.D. 
St.  Louis,  Mosby,  1972.  Pp.  340  ($9.50) 

We  have  here  a compact  review,  presenting  a surpris- 
ing amount  of  material  in  a short  space.  I he  success 
of  the  three  earlier  editions  has  established  the  values 
of  this  volume.  It  will  provide  a handy  review  for  the 
btisy  physician,  and  is  useful  to  nurses,  psychologists, 
mctlical  students,  and  all  workers  in  the  mental  health 
field  generally.  It  includes  material  on  history  taking, 
nomenclature,  diagnostic  ]nocedures,  examination  tech- 
nics, psychiatric  emergencies,  role  of  community  in- 
stallations, anti  treatment.  The  “therapeutic  measures” 
section  includes  extremely  useful  aiul  practical  guides 
to  psychotropic  and  neuroleptic  drugs  with  compart 
information  on  dosage,  trade  name’s,  and  routes  ol 
administration— all  in  all,  a valuable  and  useful  text. 

Henry  .A.  Davidson,  M.D. 

Confessions  of  a Gynecologist.  Anonymous  M.D. 
New  York,  Doubleday,  1972.  Pp.  319.  ($7.95) 

.An  old  axiom  says  that  you  can’t  tell  a book  by  its 
cover.  You  can't  tell  a book  bv  its  title  either.  De- 
spite the  somewhat  sensational  .sounding  title,  this  is 
actually  a well-written  narrative  by  a knowledgeable 
, gynecologist.  .Sixteen  chapters  detail  the  problems  that 
a gynecologist  faces  in  his  everyday  practice.  Marital 
strife,  labor,  abortion,  infertility,  and  the  menopause 
are  hamlled  with  an  understanding  of  human  nature. 
The  explanations  and  advice  given  are  such  that  most 
gynecolo, gists  would  accept  readily  one  minor  disagree- 
ment with  the  author  is  his  statement  that  he  can  tell 
the  sex  of  the  unborn  babv  by  the  fetal  heart  rate. 
Most  of  us  can't  do  this.  The  most  enjoyable  section 
of  the  book  is  the  next-to-Iast  chapter  in  which  the 
doctor  describes  his  early  struggle  to  become  a physi- 
cian, otercoming  both  economic  and  health  problems. 
Intcrc’st  in  the  text  would  have  been  heightened  if  we 
had  known  “something  of  the  man"  a little  earlier  in 
the  narrative. 

The  real  defect  however  is  that  none  of  the  rest  of  us 
thought  of  the  idea  sooner. 

Gerard  K.  Hansen.  M.D. 

Cardiovascular  Drug  Manual.  Wm.  G.  Abrams,  M.D., 
Editor.  East  Orange,  New  Jersey,  Regional  Medical 
Program,  1972.  Pp.  99.  (No  charge) 

This  \eiv  handy  little  item  fits  neath  in  \our  coat 
pocket,  car.  or  doctor  bag  as  well  as  in  vour  bookcase 
and  ought  to  he  iu  all  those  places.  Its  ten  short 
chapters  cover  treatment  in  the  major  categories  of 
cardiovascular  diseases,  blood  [tressure  problems, 
arrhythmia,  shock,  and  so  on.  The  information  is 
well  distilleil  and  absolutely  authoritative. 

Ohtiouslv.  much  had  to  be  excluded  but  there  is  not 
one  wasted  woril.  It  should  be  read  and  kept  close-bv 
for  emergencies.  (Its  red  cover  resembles  a fire  alarm 
—an  apt  coincidence)  . 

Copies  should  be  obtained  (free)  from  Dr.  A.  .A. 
Florin.  M.D..  M.P.H.,  Coordinator.  \.J.  Regional 

Medical  Program.  7 Glenwood  .Avenue.  East  Orange 
07017. 

Norman  Riegel,  M.D. 
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DELINQUENT  DEBTS 

COLLECT  YOUR  DELINQUENT  DEBTS  for 
just  PENNIES  per  letter  (US  patent  880,919). 

BUY  DIRECT  FROM  THE  MANUFACTURER  AND  SAVE 

Never  a collection  fee. 

EXECUTIVE  CABINET  COMPANY 

Send  for  FREE  sample  kit  to: 

— Modular  Medical  Cabinetry — 

AUDIT  CONTROLS,  INC. 

101  Brookside  Avenue 
Fair  Lawn,  N.  J.  07410 

912  South  Ave. 
Plainfield,  N.J.  07060 
(201)  753-4220 

FOR  SALE 

INTERNS  NEEDED 

complete 

MEDICAL  PRACTICE 

includes 

Files,  Equipment,  Real  Estate 
Staff  will  stay 
1/2  block  to  bus 
Located  in  South  Jersey 

ROSS  ASSOCIATES  (Realtors)  609-662-1  130 

GENERAL  PRACTICE  for  87  bed  fully  ac- 
credited community  hospital  in  Southern 
New  Jersey.  E.C.F.M.G.  Certificate— $1  8,- 
000— Blue  Cross/Blue  Shield.  Midway 
Philadelphia— Atlantic  City  30  minutes 
away.  Opening  July  1,  1973.  Send  full 
particulars  to  Box  No.  39,  c/o  THE 
JOURNAL. 

Tired  of  the  city  rat-race? 

STAFF  PHYSICIAN 

Worried  about  the  safety  and  health  of 
your  family? 

Your  future  may  lie  in  beautiful  Sussex 
County  with  its  great  ski  areas,  resorts, 
lakes,  farms,  woodlands  and  residential 
areas. 

Chest  hospital  275  beds.  Position  available 
July  1st,  1973.  Must  have  N.J.  license  or 
eligibility.  Salary  range  $17,909-$24,174. 
ECFMG  certification  required.  Fringe  benefits. 
Housing  on  the  hospital  grounds  at  nominal 
cost. 

Apply;  Mario  P.  Grasso,  M.D.,  Medical  Direc- 
tor. 

We  have  just  completed  an  ultra-modern 
117-bed  general  hospital  in  this  rapidly 
growing  area.  There  is  an  urgent  need 
in  the  community  for: 

General  Practitioners 
Urologists 

NEW  JERSEY  HOSPITAL 

FOR  CHEST  DISEASES 

Glen  Gardner,  New  Jersey  08826 

Equal  Opporfunify  Employer 

Eye,  Ear,  Nose  and  Throat 

Cardiologist 

Pediatrician 

If  you  are  interested  in  enjoying  the  many 
benefits  of  this  fine  community,  call  or 
write: 

Kenneth  E.  Meredith 
Administrator 
Alexander  Linn  Hospital 
Suss  -x.  New  Jersey  07461 
201  3-4121 

J 

WANTED 

Established  seven-man  emergency  room 
Physicians  group.  Desires  expansion  to  staff 
Emergency  Room  for  progressive  600  bed 
medical  center.  Averages  43,000  out-patients 
per  annum.  Population  145,000.  Ideal  year 
round  climate.  Excellent  compensation  and 
working  conditions.  Adequate  leisure  time. 
Send  complete  resume  to: 

Damon  D.  King,  Administrator 
Medical  Center  of  Central  Georgia 
P.  0.  Box  6000 
777  Hemlock  Street 
Macon,  Georgia  31208 

I HK  JorRXAI.  ()l  Mil-.  Ml-.DK.AI  SOCMF.IV  OF  \FA\  JF.RSKY 


CLASSIFIED  ADVERTISEMENTS 


INTERNIST-CARDIOLOGIST-WANTED— Board  certified, 
qualified  to  associate  with  Internist-Cardiologist  and 
Gastroenterologist  in  Northern  New  Jersey  for  July 
1973.  Curriculum  vitae  with  reply.  Write  Box  No.  37, 
c/o  THE  JOURNAL. 

PEDIATRICS — Board  eligible.  Seeking  group,  partner- 
ship or  association.  Available  July  1973.  Chun  Lu, 
M.D.,  647  Albany  Avenue,  Brooklyn,  New  York  11203. 

PSYCHIATRIST — Board  certified.  Very  broad  clinical 
and  administrative  experience.  Seeking  suitable  posi- 
tion. Write  Box  No.  44,  c/o  THE  JOURNAL. 

EXPERIENCE  WANTED — College  student  looking  for 
summer  placement  in  a health  care  delivery  position. 
Have  worked  in  a hospital  setting  and  have  done 
volunteer  work.  Presently  studying  toward  a posi- 
tion as  a Physician's  Assistant.  Please  contact:  David 
E.  Joseph,  8 Llanfair  Lane,  Trenton,  New  Jersey  08618. 
Telephone  (609)  882-7287. 


HOME-OFFICE  FOR  SALE — New  Milford.  8-room  house, 
4 bedrooms,  2 baths,  living  room  with  fireplace,  mod- 
ern kitchen,  enclosed  porch,  knotty  pine  play  room, 
aluminum  siding,  attached  2-car  garage.  5-room  office, 
air  conditioned,  separate  entrance,  15  minutes  George 
Washington  Bridge,  June  occupancy.  Call  (201)  261- 
4943. 


FOR  RENT — Union-Irvington-Maplewootl  line.  Office 
space  available  immediately.  1200  feet,  can  divide. 
.Small  Professional  building  near  Parkway.  Call  373- 
1073. 


FOR  SALE -Home-Office,  beautiful  15  room  home- 
office  and  established  Family  Practice.  Landscaped 
acre,  3 minutes  from  hospital.  Outstanding  suburban 
North  Jersey  shore  community.  Owner  leaving  to  teach. 
Priced  in  6 figures.  Write  Box  No.  42,  c/o  THE 
JOURNAL. 


Information  for  Advertisers — RATES:— S5.00  per  insertion  up  to  25  words:  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


FAIR  OAKS  HOSPITAL 

and 

ADOLESCENT  UNIT 


Summit,  N.  J.  07901  (201)  277-0143 


An  intensive  treatment  mental  health  center  with  State  and  Joint  Commission  Accredita- 
tion for  ages  commencing  with  adolescence  and  continuing  through  the  Medicare  years. 


Sergio  D.  Estrada,  M.D.,  Medical  Director  Granville  L.  Jones,  M.D.,  Director  of  Research 

Oscar  Rozett,  M.D.,  Medical  Administrator  Felix  A,  Ucko,  M.D.,  Director,  Adolescent  Program 

Miss  M.  M.  Kennedy,  R.N.,  B.S.,  Director,  Nursing  Service 


Electro  and  Indoklon  shock  therapies.  Insulin  coma  therapy.  Pharmaco  therapy.  Individual  and  Group 
psychotherapy.  Complete  Occupational,  Recreational,  and  Social  Service  Departments. 


For  descriptive  literature  write  Thomas  P.  Prout,  Jr.,  Administrator 
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Dual-action  therapy 
to  enhance  mental 
and  physical  activity 
in  the  elderly. 


PENTYLENETETRAZOL  100  mg  . NICOTINIC  ACID  50  mg 


Menic  combines  the  proven 
effectiveness  of  cortical  stimulation 
and  cerebral  vasodilation,  reducing 
mental  confusion,  faulty  memory  and 
negative  social  behavior  often 
associated  with  the  senility  syndrome. 


DOSAGE:  Two  tablets  after  each  meal. 

SIDE  EFFECTS:  Occasionally  flushing  and 
pruritus  associated  with  niacin  administration. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  low  convulsive  threshold,  focal  brain 
lesions,  severely  impaired  liver  function, 


peptic  ulcer,  diabetes,  and  gall  bladder  or  liver 
diseases.  Niacin  may  potentiate  hypotensive 
drugs,  phenothiazine  derivatives  and 
inactivate  fibrinolysin. 

CONTRAINDICATIONS:  There  are  no  known 
contraindications  to  Menic. 


GERIATRIC  PHARMACEUTICAL  CORP.  397  jericho  turnpike,  floral  park,  n y.  11001 

PIONEERS  IN  GERIATRIC  RESEARCH  . . . DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  ® GAYSAL  • TESTAND-B 


2r,2 
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CALIFORNIA 

Chico  • 1378  Longfellow  Ave,  • 95926 
Telephone;  (916)  342-5612 
Los  Angeles  • 291  Coral  Circle 
El  Segundo,  California  • 90245 
Telephone;  (213)  772-3581 
Modesto  • 806  14th  St.  • 95354 
Telephone;  (209)  526-1086 
Sacramento  • 4330  Roseville  Rd. 

North  Highlands,  California  • 95660 

Telephone;  (916)  483-4976 

San  Diego  • 5248  Linda  Vista  Rd.  • 92110 

Telephone;  (714)  291-8120 

San  Francisco  • 253  E.  Harris  Ave. 

South  San  Francisco,  California  94080 
Telephone;  (415)  871-9543 


ARIZONA 

Phoenix  • 1841  No.  23rd  Ave. 
Telephone;  (602)  254-7161 


85005 


COLORADO 
Colorado  Springs  • 4920  No.  Park 
Loop  • 80907 

Telephone;  (303)  598-3580 
Denver  • 1700  Vine  St.  • 80206 
Telephone;  (303)  255-1491 


WASHINGTON 

Seattle  • 1191  Andover  Park  West 
Tukwila,  Washington  • 98188 
Telephone;  (206)  242-4850 
Spokane  • E.  327  1st  St.  • 99202 
Telephone;  (509)  624-4241 


FLORIDA 

Miami  • 1310  N.W.  74th  St. 
• 33147 

Telephone;  (305)  691-6271 


NEW  JERSEY 

Newark  • 159  Terminal  Ave. 
Clark,  New  Jersey  • 07066 
Telephone;  (201)  382-8350 


UTAH 

Salt  Lake  City  • 809  W.  1700  South 
• 84104 

Telephone;  (801)  487-1381 


1701  S.  Great 


OREGON 

Portland  • 5714  N.E.  Hassalo  St. 

• 97213  Telephone;  (503)  282-2295 


TEXAS 

Dallas/ Ft.  Worth  < 

Southwest  Pkwy. 

Grand  Prairie,  Texas  • 75050 

Telephone;  (214)  263-4911 

Houston  • 115  Hyde  Park  Blvd.  • 77001 

Telephone;  (713)  526-2011 

San  Antonio  • 138  W.  Rhapsody  • 78216 

Telephone;  (512)  344-8303 


CALL 


When  you  need  that  specific 
something  - NOW  - call  SCHERER 
. . . the  house  with  the  items,  more 
sizes,  more  complete  lines. 

SCHERER  is  known  as  the  “fastest  single  source”  for  the  most  respected 
names  in  Medical  and  Scientific  manufacturing.  And  for  good  reason. 
SCHERER  has  more  supply  points  and  better  men.  Be  sure.  Call  SCHERER! 
You’ll  find  them  “a  step  ahead.” 

Scherer  Company  medical/scientific  supplies 


NEW  JERSEY  / 


159  Terminal  Ave.,  Clark,  New  Jersey  07066 
Telephone:  (201)  382-8350 
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Librium  and 

^hlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlorcliazej)oxide  HCI)  is  used  as 
ad  juncti\  e aiuianxiety  theraj)y  concomitantly 
Avith  certain  sj)ecific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hyj)crtensi\e  agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable, 
apj^ropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  ha\  e 
been  droAvsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 


in  relief  of  clinically 
significant  anxiety 

Librium 

(chlordiazepoxide  HCI) 

5-mg9  !0-mg,  25-mg  capsules 
up  to  lOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recpmmended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
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elderly  and  debilitated.  Thf 
ble  in  most  instances  by  pr 
adjustment,  but  are  also  o 
served  at  the  lower  dosag< 
few  instances  syncope  ha 
Also  encountered  are  isola 
skin  eruptions,  edema,  r 
irregularities,  nausea  an 
extrapyramidal  symptor 
decreased  libido— all  in 
generally  controlled  wit 
tion;  changes  in  EEC  p; 
fast  activity)  mayappc 
treatment;  blood  dyscrc 
agranulocytosis),  jaundi 
dysfunction  have  been  re 
ally,  making  periodic  blooi 
liver  function  tests  advisab. 
tracted  therapy. 

Supplied;  Librium®  capsules  ; 

5 mg,  10  mg  or  25  mg  chlordiazepuA„.,« 
HCI.  Libritabs®tablets  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide. 
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Roche  Laboratories 

Division  ol  Holtmann-La  Roche  Inc. 

Nulley.  N J 07110 
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CHECK  LIST  FOR  SA  VINGS 

under 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 
ENDORSED  INSURANCE  PLANS 


can  all  be 
long  term 

$2200  Monthly  Aeeident  and  Health 

]\eir,  1973 

$2500  Professional  Overhead  Expense  Plan 

increased 

from  $150,000  $250,000  Term  Life  Insiiranee 


$25,000  Major  Exjtense 

$200,000  Six  Point  High-Limit  Accident 

new,  1973 

Guaranteed  Issue  EPIC  Auto  Insurance 

just  increased 

$60  a day  Hosjjital  Money 

$2500  Tax-deductihle  KEOGH  Plan  and 
Corporate  Master  Plan 

CIIKCK  THIS  LIST  AGAINST  YOUR  COVERAGES  — ASK  FOR  FREE 
NO-ORLIGATION  INFORMATION  ABOUT  THE  NEW  MONEY-SAVING 

PLANS! 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 


75  Montgomery  Street,  Jersey  City,  N.J.  07302 


(201)  333-4340 


CONTROL  LEA$ING  CORPORATION 

ONE  ROCKEFELLER  PLAZA 
NEW  YORK,  NEW  YORK  10020 
212-586-1915 


OFFICE  OF  THE  PRESIDENT 
Dear  Doctor: 

Many  doctors  are  not  av/are  of  all  the  benefits  of  autonobile 
leasing.  Prominent  among  these  benefits  are  tax  savings,  capital 
conservation,  periodic  new  transportation,  and  the  opportunity  to 
build  equity. 

With  the  help  of  F.J.L.  Blasingame,  M.D.,  a well-known  name 
in  the  health  field,  we  have  completed  an  in-deoth  study  of  the 
leasing  market  and  have  designed  a lease  plan  specially  tailored 
to  the  medical  profession. 

Also,  we  recognize  that  while  the  lease  rate  is  important, 
the  integrity  of  the  leasing  company  is  a major  factor  important 
to  physicians. 

Control  Leasina  has  people  experienced  in  the  many  details 
of  leasing,  is  well  financed,  and  operates  prudently  so  that  the 
prices  are  competitive.  Yet,  our  company  is  small  enough  to  be 
responsive  to  our  customers'  needs. 

You  should  investigate  the  Control  Leasing  Medical  Plan. 

Our  equity  building  provision  is  included  at  no  extra  cost  in 
this  lease  plan. 

Please  fill  out  the  coupon  for  your  free  copy  of  the  "Guide 
To  The  Economics  of  Leasing"  and  the  Doctor's  Auto  Leasing  Kit. 

Sincerel V, 

Leonard  Cutler 


A. 

B. 


CONTROL  LEASING  CORPORATION 
ONE  ROCKEFELLER  PLAZA 
NEW  YORK,  NEW  YORK  10020 

I would  like  more  information  on  leasing 

I am  interested  in  a quote  on  the  following  foreign  or  domestic  autos 

MAKE  MODEL 

I would  like  Insurance  i i 

I would  like  Maintenance 


□ 

□ 


Name 


Address 


Business  Phone 
Home  Phone 


DELINQUENT  DEBTS 


f 

; COLLECT  YOUR  DELINQUENT  DEBTS  for 
just  PENNIES  per  letter  (US  patent  880,919). 

Never  a collection  fee. 

Send  for  FREE  sample  kit  to: 

AUDIT  CONTROLS,  INC. 

101  Brookside  Avenue 
Fair  Lawn,  N.  J.  07410 


CAPTAIN  STARN'S 

SEAFOOD 

RESTAURANT  & YACHT  BAR 

Steaks  and  Chops 
All  kinds  of  Yachting 

Featuring  Seafood  From 
Our  Own  Boats 

Inlet  — Atlantic  City,  N.J. 

Phone  344-3905  Ample  Parking 


A World  Wide  Organization  Dedicated  To  Your  Good  Health 

BECTON,  DICKINSON  AND  COMPANY  • RUTHERFORD,  N.  J. 


Let  your  money  grow 
on  an  Orange  Tree 


If  you  are 

Self-Employed  Orange  Savings 

^ ^ Bank's  RAINBOW 

RETIREMENT  PLAN 
can  be  the  tax-saving 
POT  of  GOLD  in 


...  be  sure  you  investigate  this 
unique  savings  program  with 
outstanding  benefits  offered  by 
Orange  Savings  Bank,  the  first  savings  bank 
in  the  state  to  make  this  service  available. 

Doctors,  Dentists,  Lawyers,  Accountants  . . . 

If  you  qualify,  you  can  create  a substantia 
nest  egg  for  future  retirement  needs. 

Set  aside  as  much  as  $2,500  a year,  de- 
ducting it  from  your  present  taxable  income, 
and  pay  no  taxes  on  the  earned  high  interest 
until  you  are  ready  to  retire  on  your  funds!*- 
Get  complete  details  today!  Mail  the  coupon 

I 


your  future! 


below  for  illustrated  booklet. 

ORANGE 

SAVINGS 

BANK 

Offices  in  Orange  © Pequannocic 
Hackettstown  # Wyckoff 
201-676-5700 


Gentlemen:  I am 
self-employed  and 
want  to  know 
more  about  your 
tax-saving 
retirement  plan. 
Please  send  me 
your  free  booklet. 


Main  Office:  Orange  Savings  Bank 
Main  Street  at  Day 
Orange,  New  Jersey  07050 


Name-_ 
Address  .- 
City 


-State. 


-Zip- 


Member  Federal  Deposit  Insurance  Corporation  • All  deposits  insured  to  $20,000. 


_l 
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Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease,  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS  depressants,  | 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  "hangover 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation.  15  mg.  to  30  mg. 
t i d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg  Available  as:  Tablets.  15  mg..  30  mg  . 50  mg.  100  mg  : Elixir.  30  mg.  per 
5 cc.  (alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital))  15  mg  . 30  mg..  50  mg..  100  mg. 


he  Rx  that  says 
“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect,  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 
BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 
begins  to  work  within  30  minutes. . .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster " nor  a "hangover " effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers.* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that's  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

‘Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

(SODIUM  BUTABARBITAL) 
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(McNEIL) 


McNeil  Laboratories.  Inc.  Fort  Washington.  Pa.  19034 
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acute  arthritic  inf  lamination...  heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandeari I . The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  Immature  forms,  or  fall  In  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals;  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukernia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia. 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme.  Stevens-Johnson  syn- 
drome, Lyell’s  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica.  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions. euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  lull  prescribing  Information. 
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tnone  than  sleep 

/OUR  CHOICE  OF  SLEEP  MEDICATION 
S WISELY  BASED  ON  MORE  THAN 
SLEEP-INDUCING  POTENTIAL 


Sleep  with 
elative  safety 


Sleep  for  7 to  8 Sleep  with 

hours  without  need  consistency— 

to  repeat  dosage  no  waning  of 

during  the  night  therapeutic 

effectiveness 


Chronic  tolerance  studies  have  con- 
irmed  the  relative  safety  of  Dalmane 
flurazepam  HCI);  no  depression 
if  cardiac  or  respiratory  function  was 
loted  in  patients  administered 
ecommended  or  higher  doses  for 
s long  as  90  consecutive  nights, 
n most  instances  when  adverse 
eactions  were  reported,  they  were 
nild,  infrequent  and  seldom  required 
liscontinuance  of  therapy.  Morning 
hang-over”with  Dalmane  has  been 
elatively  infrequent.  Dizziness, 
Irowsiness,  lightheadedness  and  the 
ike  have  been  the  side  effects  noted 
nost  frequently,  particularly  in  the 
ilderly  and  debilitated.  (An  initial 
lose  of  Dalmane  15  mg  should  be 
described  for  these  patients.) 


No  sleep  medication  has  been  as 
rigorously  evaluated  in  the  sleep 
research  laboratory  as  Dalmane. 
Insomnia  patients  given  one  30-mg 
capsule  of  Dalmane  (flurazepam  HCI) 
at  bedtime,  on  average;  fell  asleep 
within  17  minutes,  had  fewer  night- 
time awakenings,  spent  less  time 
awake  after  sleep  onset,  and  slept  for 
7 to  8 hours  with  no  need  to  repeat 
dosage  during  the  night. 


Over  multiple  nights  of  therapy,  no 
waning  of  drug  effectiveness  was 
noted. There  was  consequently  no 
need  to  increase  dosage  during  the 
study  periods.  It  stands  to  reason 
that  the  fewer  repeat  or  incremental 
doses  needed  to  sustain  sleep,  the 
lower  the  total  cost  of  the  sleep  medi- 
cation. Consistent  effectiveness  is  the 
measure  of  Dalmane(flurazepam  HCI) 
economy. 

When  your  evaluation  of  insomnia 
indicates  the  need  for  a sleep  medi- 
cation, consider  Dalmane— a single 
entity  nonnarcotic,  nonbarbiturate 
agent  proved  effective  and  relatively 
safe  for  relief  of  insomnia. 


DALMANF 

^flurazepam  HCI) 

Mfhen  restful  sleep  is  indicated 

Ine  30-mg  capsule  /i.s.— usual  adult  dosage. 

Ine  15-mg  capsule  h.s.  — initial  dosage 
>r  elderly  or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


efore  prescribing  Dalmane  (flurazepam 
Cl),  please  consult  Complete  Product 
formation,  a summary  of  which  follows: 
idications;  Effective  in  all  types  of  insom- 
ia  characterized  by  difficulty  in  falling 
sleep,  frequent  nocturnal  awakenings 
nd/or  early  morning  awakening;  in 
atients  with  recurring  insomnia  or  poor 
leeping  habits:  and  in  acute  or  chronic 
ledical  situations  requiring  restful 
eep.  Since  insomnia  is  often  transient 
nd  intermittent,  prolonged  administra- 
on  IS  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g  . operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age. Though  physical  and  psychologic;  I 
dependence  have  not  been  reported  on  i 
recommended  doses,  use  caution  in  ad-  : 
ministering  to  addiction-prone  individuc  • 
or  those  who  might  increase  dosage.  ■ 
Precautions:  In  elderly  and  debilitated,  I 
initial  dosage  should  be  limited  to  15  mg  | 
to  preclude  oversedation,  dizziness  and,  | 
or  ataxia.  If  combined  with  other  drugs  | 
having  hypnotic  or  CNS-depressant  | 
effects,  consider  potential  additive  effect  | 
Employ  usual  precautions  in  patients 
who  are  severely  depressed,  or  with  I 


confusion,  restlessness,  hallucinations, 
and  elevated  SCOT.  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g..  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage;  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage; 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation.  Gl  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 

bitter  taste,  excessive  salivation,  anorexia 
euphoria,  depression,  slurred  speech. 


nt  depression  or  suicidal  tendencies, 
odic  blood  counts  and  liver  and  kid- 
function  tests  are  advised  during 
:ated  therapy.  Observe  usual  precau- 
s in  presence  of  impaired  renal  or 
atic  function. 

erse  Reactions:  Dizziness,  drowsi- 
i,  lightheadedness,  staggering,  ataxia 
falling  have  occurred,  particularly 
derly  or  debilitated  patients.  Severe 
ation,  lethargy,  disorientation  and 
a,  probably  indicative  of  drug  intoler- 
5 or  overdosage,  have  been  reported. 


He  ¥Ton’t  resist 
feeling  better  witf 

Mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 
fj  non-constipating 


LIQUID  TABLETS 

© 

aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 
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cMycin®250mg. 
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E-Myciif 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


t 1972  THE  UPJOHN  COMPANY  JA'’2. 2141-6 


small  ROI' 

Two  forms  of  Cordran" 


24  in 


CORD**''' 

tape 


j4N»- 


4 fiicfl* 

per  »<!• 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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EDITORIALS 


Needling  the  Profession 

I'he  recent  proliferative  growth  in  seminars 
offering  instruction  in  acupuncture  should  be 
of  concern  to  each  member  of  the  medical 
profession.  For  improper  application  of  the 
modality  coidd  relegate  what  may  be  an  effec- 
tive therapeutic  technic  to  the  category  of 
just  another  tool  of  quackery. 

Many  recent  graduates  of  the  abbreviated 
courses  have  been  identified  as  chiropractors, 
naturopaths,  or  others  espousing  similar  phi- 
losophies. Since  the  statutes  of  many  states 
prohibit  puncture  of  the  skin  by  such  practi- 
tioners, it  is  not  surprising  that  many  of  them 
are  said  to  use  the  “essence  of  acupuncture” 
by  applying  finger  pressure  as  part  of  their 
treatment  programs.  Exactly  how  “finger 
pressure  acupuncture”  differs  from  the  usual 
chiropractic  method  is  not  entirely  clear. 

Early  in  1972,  the  American  Society  of 
Anesthesiologists  exhibited  grave  concern  “.  . . 
over  premature  application  of  acupuncture 
to  American  patients  for  relief  of  pain  during 
surgery  . . The  ASA  statement  was  based 
on  apparent  current  departure  from  tradi- 
tional scientific  evaluation  of  any  therapeutic 
procedure  before  it  is  accepted  widely  in 
medical  practice. 

Several  weeks  later,  the  New  York  Stale 
Board  for  Medicine  adopted  the  position  that 
. . acupuncture  is  not  an  accepted  medical 
procedure  in  New  York,  (that)  acupuncture 
involving  the  human  body  (is)  an  experi- 
mental procedure  which  falls  within  the  prac- 
tice of  medicine,  can  be  performed  lawfully 
only  by  or  under  the  direct  supervision  of  a 
(New  York)  licensed  physician  and  in  an 
institution  appropriate  for  human  research 

ft 

In  early  August  (1972)  California  enacted  a 
law  permitting  acupuncture  and  other  forms 


of  (diinesc  medicine  by  an  unlicensed  person, 
l)ut  only  in  an  approved  medical  school. 
Sponsored  by  the  Ckdifoniia  Medical  Associa- 
tion, the  act  stipidaled  that  tlie  procedure 
must  be  canied  out  only  under  ilie  direct 
supervision  of  a licensed  physician. 

.Medical  associations  ;ind  licensing  Imards  in 
other  states  have  assumed  variations  from 
positions  found  in  New  York  and  California. 
The  variety  of  resolutions  and  ridings  range 
from  ban  it  to  try  it  (you’ll  like  it?).  The 
Food  and  Drug  Administration  has  detained 
a number  of  shipments  of  acupuncture  nee- 
dles and  electric  stimulators  from  entering 
the  United  States.  Such  action  has  been  based 
on  FDA’s  responsibility  to  determine  that 
such  devices  are  in  compliance  with  the  law 
(labeling,  safety,  etc.)  prior  to  condoning 
their  import.  FDA  generally  requires  valid 
scientific  research  on  the  device  to  resolve 
such  a c|uestion. 

Thus,  the  FDA  recently  called  a conference 
in  Washington,  inviting  representatives  of  the 
■ Vmerican  Medical  Association,  the  American 
Society  of  Anesthesiologists,  the  National  In- 
stitutes of  Health,  the  Federation  of  State 
Medical  Boards,  and  medical  licensing 
officials  from  New  York  and  California,  as 
well  as  physicians  considered  acupuncture  au- 
thorities from  the  Albert  Einstein  College  of 
Medicine  and  the  University  of  California 
Medical  vSchool. 

That  dav-long  session  produced  general 
agreement  that  aciqntnclure  needles  and  stim- 
ulators imported  into  the  United  States  (as 
well  as  those  transported  in  interstate  com- 
merce) should  be  labeled  as  experimental 
devices,  limited  to  investigative  use  by  li- 
censed tnedical  or  dental  practitioners.  The 
consensus  of  those  in  attendance  t\as  that 
acupuncture  does,  indeed,  fall  withiti  the 
practice  of  medicine  and/or  dentistry.  Rec- 
ognition was  given  the  limited  but  significant 
number  of  qualified  anesthesiologists,  psychi- 
atrists, and  medical  hypnotherapists  who 
have  been  performing  acupuncture  as  part  of 
their  regular  practice.  Personal  observations 
on  their  experience  with  the  modality  could 
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be  nieaninglul  when  integrated  with  the  body 
o£  information  expected  to  come  from  the 
strtictured  research  projects. 

I'he  unfortunate  association  of  the  technic 
with  “irregular”  cnltists  makes  it  urgent  that 
medical  associations  and  boards  of  medical 
examiners  take  and  state  their  positions  on 
acupuncture  soon.  In  its  public  accountabili- 
ty for  the  health  of  the  people  in  this  coun- 
try, the  medical  profession  cannot  condone 
continued  improper  application  of  actipunc- 
ture.  The  potential  hazards  in  its  misuse  cov- 
er the  full  gamut  of  cultistic  practice  known 
to  be  “dangerous  to  your  health.” 

I'herefore,  medical  associations  and  medical 
licensing  authorities  are  urged  to  develop 
resolutions  regarding  acupuncture,  update 
operating  rules,  request  legislative  action, 
seek  attorney  general  rulings  or  whatever  is 
needed  to  follow  the  trail  blazed  by  physi- 
cians in  New  York  and  California.  The  point 
of  this  extended  comment  is  to  needle  the 
medical  profession — particularly  medical  asso- 
ciations and  boards  of  medical  examiners — 
into  taking  a position  on  acupuncture  before 
the  technic  (or  its  “essence”)  becomes  fur- 
ther entrenched  as  another  tool  of  health 
quackery. 

Ray  L.  Casterline,  M.D. 

From  the  November  1972  issue  of  Federation  Bulletin, 
published  by  the  Federation  of  State  Medical  Boards. 
Dr.  Casterline  is  editor  of  the  publication. 

The  Assault  on 
Confidentiality 

It  may  be  that  in  this  modern  world,  confi- 
dentiality is  a dead  duck.  A Senate  committee 
has  asked  the  California  Medical  Association 
for  its  complete  file  of  the  findings,  including 
raw  data,  that  accrued  when  they  inspected 
hospitals.  The  committee  thought  that  these 
data  were  necessary  in  developing  legislation 
on  health  insurance.  The  Department  of 
Health,  Education,  and  Welfare  wants  the 
USA  to  accept  a treaty  which  would  give  an 
international  body  control  over  “dangerous 


and  abusable  drugs,”  and  our  country  would 
Ije  bound  by  the  decision  of  two-thirds  of  the 
signatory  nations  about  classifying  drugs,  per- 
mitting the  transportation  of  such  medica- 
tions, and  discouraging  their  use  in  research. 
Our  own  state  wants  a registry  of  drug  ad- 
dicts to  include  names  and  addresses  of  the 
habituees,  a practice  that  would  obviously 
discourage  addicts  from  seeking  treatment. 
Information  about  epileptics  must  be  report- 
ed to  state  authorities.  And  so  it  goes. 

It  is  difficult  to  say  “no”  to  requests  like  these 
which  have  manifest  public  health  implica- 
tions. But  the  more  we  break  into  confiden- 
tiality of  doctor-patient  relationships,  even 
with  the  best  of  motives,  the  wider  we  open 
the  door  to  a breach  of  privacy.  Perhaps  in  a 
computerized  nation,  all  this  is  inevitable, 
but  it  would  be  nice  to  think  of  the  practice 
of  medicine  as  one  last  bastion  of  individuali- 
ty- 

Journey’s  End  for 
Opium  Alkaloids? 

When  your  editor  was  a medical  student,  a 
popular  thought-stimulating  question  was: 
“Suppose  you  were  a physician  on  an  expedi- 
tion to  an  isolated  island.  You  could  take  only 
ten  drugs  with  you.  Which  ten  woidd  you 
cake?”  While  there  was  little  agreement  about 
the  entire  list,  morphine  was  always  rated 
near  the  top.  This  was,  as  it  were,  the  one 
indispensable  drug.  It  relieved  pain  as  noth- 
ing else  did,  and  at  times  the  swift  relief  of 
pain  became  the  doctor’s  number  one  job. 

During  the  last  three  or  four  decades,  the 
priority  of  the  opium  alkaloids  has  been  ques- 
tioned. More  effective  and  swifter-acting  ano- 
dynes have  become  available.  This  has  led  to 
the  questions:  Are  opium  alkaloids  really 
necessary?  Have  not  the  pharmacologists  de- 
veloped better  and  less  habit-forming  medica- 
tions? If  not,  this  would  appear  to  be  a direct 
challenge  to  this  group  of  creative  bio- 
chemists. Has  not  the  time  come  when  we  can 
remove  these  drugs  from  our  armament? 
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PUT  YOUR  TRUST  IN  NJB 


Available  to  physicians  and  their  attorneys  at  NJB  is  a complete  range  of  estate 
and  personal  trust  services,  including  investment  guidance  and  custody  of 
securities.  Our  highly-trained  specialists  have  the  knowledge  and  know-how 
required  to  effect  long-range  plans,  and  the  experience  necessary  for  the  prudent 
and  profitable  management  of  other  people’s  property.  ■ Should  you  be 
interested  in  any  of  our  Trust  or  Investment 
Department  services,  we’d  be  most  happy  to 
discuss  them  with  you. 

TRUST  OFFICES:  129  Market  Street,  Paterson 
657  Main  Avenue,  Passaic 


MEMBER  BANK  GREATER  JERSEY  BANCORP 


P.K.L. 

The  Leasing 
Company 
for 

Professionals 


Lease  your  car: 

it's  the  professional  thing  to  do. 

We  offer  a highly  personalized  car  ieasing  service  designed  specificaliy  to  serve 
professionai  men.  Severai  lease  plans  are  available,  with  or  without  insurance 
and/or  maintenance  included.  These  plans  enable  you  to  take  advantage  of  tax 
benefits,  and  require  minimal  capital  investment.  And  with  leasing  you  have  no 
trade-in  problems. 

We  provide  a wide  selection  of  cars — everything  from  Cadillac  to  Volvo,  Mercedes- 
Benz  to  Porsche — Audi,  Oldsmobile,  Rolls  Royce,  Continental — virtually  every 
foreign  and  domestic  car  (wagon,  convertible,  sports  car,  sedan,  hardtop,  etc.) 
Choose  the  equipment  you  want:  air  conditioning,  AM-FM  stereo  radio,  stereo 
tape  deck,  power  windows,  power  seats,  manual  or  automatic  drive,  rear  window 
defroster,  radial  tires. 

For  a FREE  estimate  on  a lease,  just  mail  this  card.  There  is  no  obligation. 

I am  interested  in  leasing  a ^for  □ 12  mos.  □ 26  mos. 

□ 36  mos.  I would  want  included  in  lease:  O insurance  D maintenance 


Optional  equipment  desired: 


NAME 


ADDRESS 

TEU 

A 

CITY 

STATE 

ZIP 

Porsche  Audi,  Inc. 
201-493-8000 


■‘’Prescribe  With  Confidence” 


K AT  E S BROS. 

SCIENTIFIC  SHOE  FITTING 

A Sho*  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


400  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 

Dennis  Brown  Splints — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 


FIRST  CLASS 
PERMIT  NO.  66 
OCEAN,  NJ. 


BUSINESS  REPLY  MAIL 

No  postage  necessary  if  mailed  in  the  United  States 


— Postage  Will  Be  Paid  By  — 


P.  K.  L LEASING  INC. 

P.O.  Box  2138 
Ocean,  N.J.  07712 


All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C. 


Man  cannot. 


Homo  sapiens  can  neither  synthesize  vitamin 
C nor  store  the  water  soluble  vitamins.  They 
have  to  be  replenished  every  day. 

Normally,  man  accomplishes  this  in  his  daily 
diet.  But  under  conditions  of  illness,  stress,  in 
convalescence  or  following  surgery,  vitamin 
stores  may  be  depleted  or  metabolic  demands 


increased. 

In  such  cases,  Surbex-T  may  be  indicated. 
Each  tablet  provides  500  mg.  of  vitamin  C 
plus  high  potency  B-complex. 

Where  nutritional  status  must  be  preserved, 
Surbex-T  can  help  restore  what  the  body  can 

not  store  211399 


SURBEX-r. 


if 

500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  store — the  water-soluble  vitamins. 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  Into 
conflict?  \ 

V. 

% 


not  if  the  vasodilator  is 

VASODILAN’ 

(ISOXSUPRINE  HCl) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease^  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure  or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  G' rli.  ..  Pi.  “ G(fiatricsi’5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less  than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 
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RESUME  OF  EVENTS 


Saturday  through  Tuesday 
May  12  to  15,  1973 


Chalfonte-Haddon  Hall 
Atlantic  City 


Registration 

Saturday,  May  12  from  9:30  a.m.  to  4:30  p.m. 
Sunday,  May  13  from  9 a.m.  to  4:30  p.m. 

Monday,  May  14  from  9 a.m.  to  4:30  p.m. 

Tuesday,  May  15  from  9 a.m.  to  12  noon 

House  of  Delegates 

First  Session — Saturday,  May  12  at  2 p.m. 

Second  Session — Sunday,  May  13  at  3:30  p.m. 

Third  Session  (Part  I) — Monday,  May  14  at  3 p.m. 
Third  Session  (Part  II) — ^Tuesday,  May  15  at  9 a.m. 

Motion  Picture  Theater 

Saturday,  May  12  at  2 p.m.  Sunday  and  Monday, 
May  13  and  14  at  10  a.m.  and  2 p.m.  Program 
arranged  and  presented  through  the  cooperation  of 
Roche  Laboratories,  Division  of  Hoffmann- La  Roche, 
Inc.,  Nutley,  New  Jersey. 

Reference  Committees 
Saturday,  May  12  at  3 p.m. — 

Reference  Committee  on  Const,  and  Bylaws 
Reference  Committees  “A",  "B”,  "D”,  ‘‘G” 
Sunday,  May  13  at  10  a.m. — 

Reference  Committees  “C”,  "E",  "F",  "H" 

Convention  Reception — Buffet  and  Dancing 
Saturday,  May  12  at  7:30  p.m.  Invitation  is  ex- 
tended to  members,  official  guests,  wives  of 
members  and  guests,  and  Auxiliary  members. 
(Tickets  at  Registration  Desk — $15  per  person). 

Scientific  Program;  Sections 
Sunday,  May  13  at  9 a.m. — 

Ophthalmology 

Sunday,  May  13  at  9:30  a.m. — 

Allergy,  Dermatology 
Cardiovascular  Diseases 
Sunday,  May  13  at  1 p.m — 

Anesthesiology 

Neurology  and  Neurosurgery 

Psychiatry 

Monday,  May  14  at  9 a.m. 

Chest  Diseases,  General  Practice,  Medicine 

Orthopedic  Surgery 

Surgery 

Monday,  May  14  at  9:30  a.m. 

Obstetrics  and  Gynecology,  Pediatrics 
Rheumatism 

Monday,  May  14  at  10  a.m. 

Clinical  Pathology 
Monday,  May  14  at  1 p.m. 

Gastroenterology  and  Proctology,  General 
Practice,  Medicine 

Obstetrics  and  Gynecology,  Radiology, 

Urology 

Otolaryngology,  Plastic  and  Reconstructive 
Surgery 


General  Session 

Sunday,  May  13  at  4 p.m. — President’s  Farewell 
Address;  Inaguration  of  Incoming  President; 
Address  of  Incoming  President 

Golden  Merit  Award 

Sunday,  May  13  at  4:30  p.m.  Honored  will  be  those 
members  of  MSNJ  who  have  held  the  degree  of 
Doctor  of  Medicine  for  fifty  years.  Reception  im- 
mediately following  ceremony. 

Reception  for  President-Elect  Boylan 

Sunday,  May  13  at  6:30  p.m.  Invitation  is  extended 

to  members,  official  guests,  wives  of  members  and 

guests,  and  Auxiliary  members.  (Admission  by 

badge) 

Dinner  Dance 

Monday,  May  14  at  8 p.m.  Invitation  is  extended 
to  members,  official  guests,  wives  of  members  and 
guests,  and  Auxiliary  members.  (Tickets  at  Regis- 
tration Desk — $14). 

Miscellaneous 

Saturday,  May  12  at  10:30  a.m. — Meeting,  New 
Jersey  Committee  on  Trauma;  12  noon — 
Luncheon;  1 p.m. — Annual  Trauma  Oration 

Saturday,  May  12  at  12:30  p.m. — Luncheon  Meet- 
ing, New  Jersey  Medical  Women’s  Association 

Saturday,  May  12  at  7:30  p.m. — Officers’  Dinner 
(By  invitation  only) 

Sunday,  May  13  at  12:30  p.m. — Luncheon  Meeting: 
New  Jersey  State  Society  of  Anesthesiologists 

Sunday,  May  13  at  12:30  p.m. — Luncheon  Meetings: 
New  Jersey  Academy  of  Ophthalmology  and 
Otolaryngology 

Sunday,  May  13  at  1 p.m. — Luncheon  Meeting: 

New  Jersey  Chapter,  American  College  of  Emer- 
gency Physicians 

Sunday,  May  13  at  4:30  p.m. — Meeting:  Society 
for  the  Relief  of  Widows  and  Orphans  of 
Medical  Men  of  New  Jersey 

Sunday,  May  13  at  8 p.m. — Inaugural  Dinner 
(By  invitation  only) 

Monday,  May  14  at  12  noon — Luncheon  Meetings: 
New  Jersey  Chapter,  American  College  of  Chest 
Physicians 

New  Jersey  Orthopaedic  Society 

New  Jersey  Chapter,  American  Academy  of 

Pediatrics 

Monday,  May  14  at  12:30  p.m. — Luncheon  Meeting: 
New  Jersey  Society  of  Pathologists 

Monday,  May  14  at  5:30  p.m. — Alumni  Reception 
Jefferson  Medical  College 
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DAILY  SCHEDULE 


Saturday  through  Tuesday 
May  12  to  15,  1973 


Chalfonte-Haddon  Hall 
Atlantic  City 


Friday,  May  11,  1973 

4:00  p.m. — Board  of  Trustees — Bakewell  Room, 
1st  Floor,  H H 


Saturday,  May  12,  1973 

9:30  a.m. — Registration  Opens  — Exhibit  Hall, 
Lobby  Floor,  H H 

10:30  a.m. — Meeting:  New  Jersey  Committee  on 
Trauma,  American  College  of  Sur- 
geons— Roberts  Room,  Lobby  Floor, 
Chalfonte 

12  noon — Exhibits  Open — Exhibit  Hall,  Lobby 
Floor,  H H 

12  noon — Luncheon — New  Jersey  Committee 
on  Trauma,  American  College  of 
Surgeons — Blue  Room,  Lobby  Floor, 
Chalfonte 

12:30  p.m. — Luncheon  Meeting — New  Jersey  Medi- 
cal Women’s  Association — Derbyshire 
Room,  1st  Floor,  H H 

1:00  p.m. — Annual  Trauma  Oration — New  Jersey 
Committee  on  Trauma,  American 
College  of  Surgeons — Roberts  Room, 
Lobby  Floor,  Chalfonte 

2:00  p.m. — House  of  Delegates — ^Windsor  Room, 
Lobby  Floor,  H H 

2:00  p.m. — Motion  Picture  Theater  — Library, 
Lobby  Floor,  H H 

3:00  p.m. — Reference  Committees: 

Constitution  and  Bylaws — Mandarin 
Room,  Tower  Floor,  H H 
"A” — Rutland  Room,  1st  Floor,  H H 
“B” — Tower  Room,  Tower  Floor,  H H 
“D" — Solarium,  Lounge  Floor,  H H 
“G" — Bakewell  Room,  1st  Floor,  H H 

5:00  p.m. — Nominating  Committee  — Bakewell 
Room,  1st  Floor,  H H 

7:30  p.m. — Officers’  Dinner — West  Room,  Tower 
Floor,  H H 
(By  invitation  only) 

7:30  p.m. — Convention  Reception  — Cocktails- 
Buffet-Dancing— Garden  and  Vernon 
Rooms,  Lobby  Floor,  H H 
Invitation  is  extended  to  members, 
official  guests,  their  wives,  and  Auxili- 
ary members  (tickets  at  Registration 
Desk — $15  per  person) 


Sunday,  May  13,  1973 

9:00  a.m. — Registration  and  Exhibits  Open  — 
Exhibit  Hall,  Lobby  Floor,  HH 
9:00  a.m. — Scientific  Session: 

Ophthalmology — Bakewell  Room,  1st 
Floor,  H H 


9:30  a.m. — Scientific  Sessions: 

Allergy,  Dermatology  — Derbyshire 
Room,  1st  Floor,  H H 
Cardiovascular  Diseases  — Garden 
Room,  Lounge  Floor,  H H 

10:00  a.m. — Motion  Picture  Theater  — Library, 
Lobby  Floor,  H H 

10:00  a.m. — Reference  Committees: 

“C” — Mandarin  Room,  Tower 
Floor,  H H 

“E” — West  Room,  Tower  Floor,  H H 
"F"— Pavilion,  15th  Floor,  H H 
"H” — ^Tower  Room,  Tower  Floor,  H H 
12  noon — Luncheon-Meeting: 

New  Jersey  State  Society  of  Anes- 
thesiologists— Solarium,  Lounge 
Floor,  H H 

12:30  p.m. — Luncheon-Meeting: 

New  Jersey  Academy  of  Ophthal- 
mology and  Otolaryngology — Roberts 
Room,  Lobby  Floor,  Chalfonte 

1:00  p.m. — Luncheon-Meeting: 

New  Jersey  Chapter,  American  Col- 
lege of  Emergency  Physicians — 
Rutland  Room,  1st  Floor,  H H 

1:00  p.m. — Scientific  Sessions: 

Anesthesiology — Solarium,  Lounge 
Floor,  H H 

Neurology  and  Neurosurgery — 
Garden  Room,  Lounge  Floor,  H H 
Psychiatry — Derbyshire  Room — 

1st  Floor,  H H 

2:00  p.m. — Motion  Picture  Theater  — Library, 
Lobby  Floor,  H H 

3:30  p.m. — House  of  Delegates  (election)  — 
Windsor  Room,  Lobby  Floor,  H H 

4:00  p.m. — General  Session:  Addresses  by 
President  D’Elia  and  President-Elect 
Boylan — ^Windsor  Room,  Lobby  Floor, 
H H 

4:30  p.m. — Golden  Merit  Award  Ceremony — 
Windsor  Room,  Lobby  Floor,  H H 
Reception  for  Award  Recipients  and 
Their  Families — Derbyshire  Room, 
1st  Ooor,  H H 

4:30  p.m. — Meeting: 

Society  for  the  Relief  of  Widows  and 
Orphans  of  Medical  Men  of  New 
Jersey — Bakewell  Room,  1st  Floor, 
H H 

6:30  p.m. — Inaugural  Reception  Honoring  Presi- 
dent-Elect Boylan  — Pennsylvania 
Room,  Lounge  Floor,  H H 
Invitation  is  extended  to  members, 
officials  guests,  their  wives,  and  Aux- 
iliary members — admission  by  badge 

8:00  p.m. — Inaugural  Dinner — Vernon  Room, 
Lounge  Floor,  H H 
(By  invitation  only) 
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Monday,  May  14,  1973 

9;CX)  a.m. — Registration  and  Exhibits  Open — 
Exhibit  Halt,  Lobby  Floor,  H H 

9:00  a.m. — Scientific  Sessions: 

Chest  Diseases,  General  Practice, 
Medicine  — Solarium,  Lounge  Floor, 
H H 

Orthopedic  Surgery — Vernon  Room, 
Lounge  Floor,  H H 

Surgery — Rutland  Room,  1st  Floor, 
H H 

9:30  a.m. — Scientific  Sessions: 

Obstetrics  and  Gynecology,  Pediat- 
rics — Garden  Room,  Lounge  Floor, 
H H 

Rheumatism  — Pennsylvania  Room 
III,  Lounge  Floor,  HH 

10:00  a.m. — Scientific  Session: 

Clinical  Pathology — Bakewell  Room, 
1st  Floor,  H H 

10:00  a.m. — Motion  Picture  Theater  — Library, 
Lobby  Floor,  H H 

12  noon — Luncheon-Meetings. 

New  Jersey  Chapter,  American  Col- 
lege of  Chest  Physicians — Roberts 
Room,  Lobby  Floor,  Chalfonte 
New  Jersey  Orthopaedic  Society  — 
Mandarin  Room,  Tower  Floor,  H H 
New  Jersey  Chapter,  American  Acad- 
emy of  Pediatrics — Peacock  Lounge, 
Lounge  Floor,  H H 

12:30  p.m. — Luncheon  Meeting: 

New  Jersey  Society  of  Pathologists — 
Derbyshire  Room,  1st  Floor,  H H 


1:00  p.m. — Scientific  Sessions: 

Gastroenterology  and  Proctology, 
General  Practice,  Medicine  — 
Solarium,  Lounge  Floor,  H H 
Obstetrics  and  Gynecology,  Radi- 
ology, Urology  — Garden  Room, 
Lounge  Floor,  H H 
Otolaryngology,  Plastic  and  Recon- 
structive Surgery  — Vernon  Room, 
Lounge  Floor,  H H 

2:00  p.m. — Motion  Picture  Theatre  — Library, 
Lobby  Floor,  H H 

3:00  p.m. — House  of  Delegates — ^Windsor  Room, 
Lobby  Floor,  H H 

5:00  p.m. — Exhibits  Close 

5:30  p.m. — ^Alumni  Reception 

Jefferson  Medical  College — Suite  in 
Haddon  Hall 

8:00  p.m. — Annual  Dinner-Dance  Honoring  Presi- 
dent and:  Mrs.  D’Elia — Pennsylvania 
Room,  Lounge  Floor,  H H 
Invitation  is  extended  to  members, 
official  gusts,  their  wives,  and  Aux- 
iliary members  — tickets  at  Registra- 
tion Desk — $14  per  person 


Tuesday,  May  15,  1973 

9:00  a.m. — Registration  Opens — Lobby  Floor,  HH 

9:00  a.m. — House  of  Delegates — ^Windsor  Room, 
Lobby  Floor,  H H 

12:00  p.m. — Registration  Closes 

8:00  p.m. — Board  of  Trustees — Bakewell  Room, 
1st  Floor,  H H 


New  Jersey  Medical  Women's  Association 

Saturday,  May  12,  1973 

12:30  p.m. 

Derbyshire  Room,  First  Floor,  Haddon  Hall 

Luncheon-Meeting 

“New  Opportunities  in  the  Health  Profession" 

Stanley  S.  Bergen,  Jr.,  M.D.,  President,  College  of 
Medicine  and  Dentistry  of  New  Jersey,  Newark 

Reservations:  Satty  Gill  Keswani,  M.D. 

176  West  Mt.  Pleasant  Ave. 
Livingston  07039 
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Annual  Trauma  Oration 


Saturday,  May  12,  1973 


1:00  p.m. 


Roberts  Room,  Chalfonte 


What  Is  a Burn  and  How  Can  It 
Be  Prevented  and  Treated? 


George  F.  Crickelair,  M.D.,  Clinical  Professor 
of  Surgery  (Plastic),  Columbia  University 
College  of  Physicians  and  Surgeons,  New 
York. 


The  New  Jersey  Committee  on  Trauma  of 
the  American  College  of  Surgeons  will  pre- 
sent its  Annual  Trauma  Oration  on  Saturday, 
May  12,  during  the  207th  Annual  Meeting  of 
The  Medical  Society  of  New  Jersey.  Preced- 
ing the  lecture,  there  will  be  a meeting  of 
the  Committee  at  10:30  a.m.  in  the  Roberts 
Room  and  a luncheon  at  12  noon  in  the 
Blue  Room,  Chalfonte. 


(All  members  of  The  Medical  Society  of  New  Jersey 
and  other  physicians  are  invited  to  attend.) 


Motion  Picture  Theater 

Saturday,  May  12,  (afternoon) 

Saturday,  May  13,  (morning  and  afternoon) 

Monday,  May  14,  (morning  and  afternoon) 

Arranged  and  Presented  Through 

Roche  Laboratories 

Division  of  Hoffmann-LaRoche,  Inc.,  Nutley 

10:00  a.m.  and  2:00  p.m. — The  Nurse,  The  Physician,  and  The  Law 

10:35  a.m.  and  2:35  p.m. — Stress  and  the  Adaptation  Syndrome 

11:15  a.m.  and  3:15  p.m. — Diagnosis  and  Treatment  of  Sedative  Overdosage 

11:50  a.m. — Frontiers  of  Psychiatry  on  Camera 

Exploring  the  Treatment  of  Alcoholism 

3:50  p.m. — Physical  Examination  of  the  Newborn 


Library 
Lobby  Floor 
Haddon  Hall 
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DINNER-DANCE 


Monday,  May  14 


8:00  p.m. 


Honoring 

President  William  J.  D’Elia 

Presentations 
Fellow’s  Key 

To:  William  J.  D’Elia,  M.D.,  President 
By:  E.  Vernon  Davis,  M.D.,  Immediate  Past- 
President 

Feliowette’s  Pin 


Toastmaster 

Louis  F.  Albright,  M.D. 

Welcome 

Mrs.  Charles  Gandek,  President 
Woman’s  Auxiliary 

Introductions 

Mrs.  Louis  Abbamonte,  President-Elect 
Woman’s  Auxiliary 

Matthew  E.  Boylan,  M.D.,  President-Elect 
The  Medical  Society  of  New  Jersey 


To:  Mrs.  Charles  Gandek 

President  Woman’s  Auxiliary 
By:  William  J.  D’Elia  M.D.,  President 
The  Medical  Society  of  New  Jersey 

Guest  Speaker 


Music  and  Dancing 

Martin  King  Orchestra  Associates 


' ■ 1973  ..^nnuai 

CONVENTION  RECEPTION 


Saturday,  May  12 


7:30  p.m. 


Cocktails 


Buffet 


Dancing 


Martin  King  Associates  Orchestra 

Invitation  is  extended  to  members,  official  guests,  their  wives,  and  auxiliary 
members  (tickets  at  Registration  Desk). 
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GOLDEN  MERIT  AWARDS 


Sunday,  May  13 


4:30  p.m. 


Presiding 

William  J.  D'Elia,  M.D.,  President 
Master  of  Ceremonies 

Howard  D.  Slobodien,  M.D.,  Chairman,  Council  on  Public  Relations 

Marshals 

Presidents  of  Component  Societies  whose  members  are  receiving  awards 

The  Golden  Merit  Award,  established  In  1957,  is  conferred  upon  every  member 
of  The  Medical  Society  of  New  Jersey  who  has  held  the  degree  of  Doctor  of 
Medicine  for  fifty  years. 


Recipients  For  1973 

County 

Member 

County 

Member 

Atlantic 

Roland  T.  deHellebranth,  M.D. 

Henry  A.  Toczek,  M.D. 

Ronald  C.  Moore,  M.D. 

Margaret  M.  Wurts,  M.D. 

Hilton  S.  Read,  M.D. 
Walter  B.  Stewart,  M.D. 

Hudson 

Eugene  P.  Babdczky,  M.D. 
John  H.  Jentz,  M.D. 

Bergen 

Henry  D'Agostin,  M.D. 
Istvan  A.  G^spdr,  M.D. 
Spencer  T.  Snedecor,  M.D. 
Harry  B.  Wolowitz,  M.D. 

Arthur  M.  Kraut,  M.D. 
Louis  Meltsner,  M.D. 
David  G.  Morris,  M.D. 
Michael  Pacicco,  M.D. 

Camden 

Ralph  K.  Bush,  M.D. 
Walter  A.  Crist,  M.D. 
Joseph  W.  Crowley,  M.D. 

Mercer 

Ralph  J.  Belford,  M.D. 
Benjamin  M.  Goldberg,  M.D. 
Willard  G.  Rainey,  M.D. 

George  B.  German,  M.D. 

Middlesex 

•Antonio  Fanelli,  M.D. 

Russell  S.  Magee,  M.D. 

William  C.  Wilentz,  M.D. 

Lester  R.  Wilson,  M.D. 

Morris 

Robert  L.  Gilbertson,  M.D. 

Cape  May 

Arthur  Hirsch,  M.D. 

Passaic 

Steven  1.  Okin,  M.D. 

Essex 

Edgar  P.  Cardwell,  M.D. 
William  Cooperman,  M.D. 
Olindo  del  Guercio,  M.D. 

Fulvio  Patella,  M.D. 

Henry  V.  Weinert,  M.D. 
William  L.  Weintraub,  M.D. 

William  B.  Ein,  M.D. 

Somerset 

Samuel  H.  Pogoloff,  M.D. 

Patrick  D..  Gerard,  M.D. 
William  H.  Glass,  M.D. 

Sussex 

Charles  J.  D.  McVeigh,  M.D. 

Harry  Halprin,  M.D. 

Union 

Samuel  W.  Eason,  M.D. 

Herbert  M.  III.  M.D. 

Paul  Geary,  M.D. 

Joseph  F.  luiiani,  M.D. 

Benjamin  E.  Glass,  M.D. 

Edward  C.  Klein,  Jr.,  M.D. 

Milton  E.  Lowell,  M.D. 

William  Kruger,  M.D. 

Grace  M.  Robertson,  M.D. 

Philip  Levine,  M.D. 

Robert  M.  Levinson,  M.D. 

Warren 

Timothy  H.  Spillane,  M.D. 

Charles  W.  Scranton,  M.D. 

^ ♦ Deceased 

Reception  for  Recipients 

and  Families  Following  Ceremony 
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REFERENCE  COMMITTEES 


Saturday,  3:00  p.m 
Sunday,  10:00  a.m. 


May  12,  1973 
May  13,  1973 


Reference  Committee  on  Constitution  and  Bylaws 
Mandarin  Room,  Tower  Floor,  HH 
Reports  of  the: 

Committee  on  Revision  of  Constitution  and 
Bylaws 

Amendments  to  Constitution 
Amendments  to  Bylaws 


Reference  Committee  “A” 
Rutland  Room,  1st  Floor,  HH 

Reports  of  the; 

President 

Board  of  Trustees 

Secretary 

Judicial  Council 

Executive  Director 

Committee  on  Credentials 


Reference  Committee  “B” 

Tower  Room,  Tower  Floor,  HH 

Reports  of  the: 

Treasurer 

Committee  on  Finance  and  Budget 
Committee  on  Publication 
Committee  on  Medical  Student  Loan  Fund 
Committee  on  Project  Hope/Vietnam 
Committee  on  Physicians’  Relief  Fund 


Reference  Committee  "E” 
West  Room,  Tower  Floor,  HH 

Reports  of  the: 

Council  on  Legislation 
Council  on  Public  Relations 


Reference  Committee  "F” 

Pavilion,  15th  Floor,  HH 
Reports  of  the: 

Council  on  Medical  Services,  and  its  Special 
Committee  on  Occupational  Health,  Workmen’s 
Compensation  and  Rehabilitation 
Council  on  Mental  Health,  and  its  Special  Com- 
mittees on: 

Alcoholism 
Drug  Abuse 

Emotional  Disorders  of  Childhood  and 
Adolescence 
Mental  Retardation 
Neurological  and  Related  Disorders 


Reference  Committee  “G” 

Bakewell  Room,  1st  Floor,  HH 
Reports  of  the: 

Council  on  Public  Health,  and  its  Special  Com- 
mittees on: 

Cancer  Control 
Child  Health 

Conservation  of  Vision,  Hearing,  and  Speech 
Environmental  Health 
Maternal  and  Infant  Welfare 


Reference  Committee  "C” 

Mandarin  Room,  Tower  Floor,  HH 
Reports  of  the: 

Medical-Surgical  Plan  of  New  Jersey 
Committee  on  Medical  Defense  and  Insurance 
Committee  on  Retirement  Plan  for  Physicians 


Reference  Committee  "D” 

Solarium,  Lounge  Floor,  HH 
Reports  of  the: 

Committee  on  Medical  Education 
Committee  on  Medicine  and  Religion 
Committee  on  Emergency  Medical  Care 


Reference  Committee  “H” 

Tower  Room,  Tower  Floor,  HH 
Reports  of  the: 

Committee  on  Annual  Meeting,  and  its  Special 
Committees  on: 

Scientific  Exhibits 
Scientific  Program 

Cornmittee  on  Honorary  Membership 
Advisory  Committee  to  the  Woman’s  Auxiliary 
Nominations  for  Emeritus  Membership 


The_  Cornmittee  on  Credentials  will  meet  at  the 
Registration  Desk  each  morning  of  the  meeting. 
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HOUSE  OF  DELEGATES 


Saturday,  2:00  p.m. 
Sunday,  3:30  p.m. 
Monday,  3:15  p.m. 
Tuesday,  9:00  a.m. 


May  12,  1973 
May  13,  1973 
May  14,  1973 
May  15,  1973 


President — William  J.  D'Elia,  M.D.,  Neptune  Secretary — Louis  F.  Albright,  M.D.,  Spring  Lake 

Speaker — Henry  J.  Mineur,  M.D.,  Cranford 
Vice  Speaker — Edward  Foord,  M.D.,  Burlington 


Sessions 


Saturday,  May  12 — 2:00  p.m. 

First  Session 
Invocation 

The  Reverend  Watson  E.  Neiman,  M.D. 

Trinity  Episcopal  Church,  Moorestown 
Call  to  Order  by  the  Speaker 
Henry  J.  Mineur,  M.D. 

Organization  of  the  House 

Transactions  of  the  1972  House  of  Delegates 

Transactions  of  1972  Special  Session,  House  of 

Delegates 

Introduction  of  Guests  and  Delegates  from  Other 
States 

Annual  and  Supplemental  Reports 

Proposed  Amendments  to  the  Constitution  and 

Bylaws 

Resolutions 

New  Business 

Announcements 


Sunday,  May  13 — 3:30  p.m. 

Second  Session 

Report  of  Nominating  Committee 
Election 

Inauguration  of  Incoming  President 
(At  the  conclusion  of  this  session  of  the  House  of 
Delegates,  the  President  and  the  President-Elect 
each  will  present  his  address.) 

Monday,  May  14 — 3:15  p.m. 

Third  Session  (Part  1) 

Reports  of  Reference  Committees 

Tuesday,  May  15 — 9:00  a.m. 

Third  Session  (Part  II) 

Reports  of  Reference  Committees 
Unfinished  Business 
Adjournment 


OFFICES  TO  BE  FILLED  BY  ELECTION— 1973  ANNUAL  MEETING 


Office 

Term 

From 

To 

Incumbent  and  County 

President-Elect 

1 year 

May 

1973-May 

1974 

Matthew  E.  Boylan 
Hudson 

1st  Vice-President 

1 year 

May 

1973-May 

1974 

James  A.  Rogers 
Passaic 

2nd  Vice-President 

1 year 

May 

1973-May 

1974 

John  J.  McGuire 
Essex 

Secretary 

1 year 

May 

1973-May 

1974 

Louis  F.  Albright 
Monmouth 

Treasurer 

Trustees 

1 year 

May 

1973-May 

1974 

Samuel  J.  Lloyd 
Mercer 

1st  District 

3 years 

May 

1973-May 

1976 

Francis  J.  Benz 
Morris 

4th  District 

3 years 

May 

1973-May 

1976 

Harold  L.  Colburn,  Jr. 
Burlington 

5th  District 
Judicial  Councilor 

3 years 

May 

1973-May 

1976 

*A.  Guy  Campo 
Gloucester 

3rd  District 

3 years 

May 

1973-May 

1976 

Albert  F.  Moriconi 
Mercer 

* Ineligible  for  re-election,  having  served  3 consecutive  terms. 
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Office 


Term 


From 


To  Incumbent  and  County 


AMA  Delegates: 

lYz  years 

June  1973-Dec.  1974 

fLuke  A.  Mulligan 

Jan.  1974-Dec.  1975 

Bergen 

Joseph  P.  Donnelly 
Hudson 

2 years 

2 years 

Jan.  1974-Dec.  1975 

Isaac  N.  Patterson 
Gloucester 

AMA  Alternate  Delegates 

2 years 

Jan.  1974-Dec.  1975 

George  L.  Benz 

Jan.  1974-Dec.  1975 

Essex 

Joseph  R.  Jehl 
Passaic 

2 years 

2 years 

Jan.  1974-Dec.  1975 

Robert  E.  Verdon 
Bergen 

Delegates  and  Alternate  Delegates  to  Other  States: 

New  York: 

Delegate 

1 year 

1974  Annual  Meeting 

Albert  F.  Moriconi 
Mercer 

Alternate 

1 year 

1974  Annual  Meeting 

Josiah  C.  McCracken,  Jr. 
Atlantic 

Connecticut: 

Delegate 

1 year 

1974  Annual  Meeting 

Warren  H.  Knauer 
Union 

Alternate 

1 year 

1974  Annual  Meeting 

Gastone  A.  Milano 

Atlantic 

Administrative  Councils 

Legislation: 

2nd  District 

3 years 

May  1973-May  1976 

John  J.  Crosby,  Jr. 
Hudson 

3rd  District 

3 years 

May  1973-May  1976 

Leon  A.  Fraser 
Mercer 

Medical  Services: 

2nd  District 

3 years 

May  1973-May  1976 

James  S.  Todd 
Bergen 

3rd  District 

3 years 

May  1973-May  1976 

*Karl  T.  Franzoni 

Mercer 

Mental  Health: 

4th  District 

3 years 

May  1973-May  1976 

Edward  A.  Schauer 
Monmouth 

5th  District 

3 years 

May  1973-May  1976 

Miles  E.  Drake 
Cumberland 

Public  Health: 

2nd  District 

3 years 

May  1973-May  1976 

Kendrick  P.  Lance 
Passaic 

3rd  District 

3 years 

May  1973-May  1976 

Thomas  F.  McLaughlin 
Middlesex 

Public  Relations: 

3rd  District 
6th  Member 

3 years 

May  1973-May  1976 

Howard  D.  Slobodien 
Middlesex 

3 years 

May  1973-May  1976 

William  N.  Evans 
Burlington 

Standing  Committees 

Annual  Meeting 
Finance  and  Budget 

3 years 

May  1973-May  1976 

Donald  C.  Davidson 
Atlantic 

3 years 

May  1973-May  1976 

(a)* *John  S.  Van  Mater 

Middlesex 

Medical  Defense  and 

Insurance 
Medical  Education 

3 years 

May  1973-May  1976 

Anthony  P.  DeSpiritf 
Monmouth 

3 years 

May  1973-May  1976 

Frank  C.  Snope 
Hunterdon 

Publication 

3 years 

May  1973-May  1976 

Daniel  B.  Roth 

Woman’s  Auxiliary 

3 years 

May  1973-May  1976 

Bergen 

•Edward  M.  Coe 

Union 


t Deceased — Vacancy  to  be  filled  by  1973  House. 

• Ineligible  for  re-election,  having  served  3 consecutive  terms 
(a)  Must  be  a member  of  1973  House  of  Delegates. 
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SPEAKERS 


Saturday  through  Tuesday 
May  12  to  15,  1973 


Chalfonte-Haddon  Hall 
Atlantic  City 


Ayres,  Stephen  M.,  M.D.,  New  York 

Bermann,  Pedro,  M.D.,  Paterson 
Bockus,  Henry  L.,  M.D.,  Philadelphia 

Chodosh,  Sanford,  M.D.,  Boston 
Chusid,  E.  Leslie,  M.D.,  Flushing,  N.Y. 
Crickelair,  George  F.,  M.D.,  New  York 

Del  Gaizo,  Anthony,  M.D.,  Paterson 
Del  Guercio,  Louis  R.  M.,  M.D.,  Livingston 

Ellis,  William  C.,  M.D.,  Long  Branch 

Foer,  Warren  H.,  M.D.,  Hackensack 
Fontana,  Vincent  J.,  M.D.,  New  York 

Goldstone,  Robert  A.,  M.D.,  Paterson 
Grigas,  Mrs.  Priscilla,  CRNA,  Greenwich, 
Conn. 

Gutkin,  Michael,  M.D.,  Millburn 

Hammer,  Harvey  M.,  M.D.,  Morristown 
Hansen,  H.  J.,  Ph.D.,  Nutley 
Hiatt,  Robert  B.,  M.D.,  New  York 
Hurley,  Harry  J.,  Jr.,  M.D.,  Upper  Darby,  Pa. 

Kaplan,  Harry  A.,  M.D.,  Newark 
Kuhn,  Ralph,  M.D.,  Paterson 

Labow,  Samuel  B.,  M.D.,  Plainfield 
Lehman,  J.  Stauffer,  M.D.,  Somers  Point 
Lesnick,  D.  S.,  M.D.,  Long  Branch 
Levey,  Mark,  M.D.,  Irvington 
Lewin,  Michael  L.,  M.D.,  Bronx 


McDonough,  Robert  P.,  Esq.,  Westfield 
Mintz,  Ira.  L.,  M.D.,  Englewood 
Moss,  Ervin,  M.D.,  Verona 
Mueller,  Peter  S.,  M.D.,  New  Brunswick 


Nochimson,  David  J.,  M.D.,  Los  Angeles 


Peck,  George  C.,  M.D.,  Passaic 

Rocchio,  Michael,  M.D.,  East  Providence,  R.l. 
Rush,  Benjamin  F.,  Jr.,  M.D.,  Newark 

Salvati,  Eugene  P.,  M.D.,  New  Brunswick 
Schatman,  Benjamin,  M.D.,  Millburn 
Schneider,  George,  M.D.,  East  Orange 
Scoma,  Joseph,  M.D.,  Plainfield 
Seizman,  Albert  J.,  M.D.,  Atlantic  City 
Shannon,  Gerard  M.,  M.D.,  Philadelphia 
Sherman,  Arthur  E.,  M.D.,  Chatham 
Silverberg,  Philip  W.,  M.D.,  Livingston 


Thompson,  James  C.,  M.D.,  Galveston 
Thompson,  James  P.,  M.D.,  Paterson 
Tourville,  Donald  R.,  Ph.D,,  Livingston 


Warren,  Frank  Z.,  M.D.,  New  York 
White,  J.  Henry,  M.D.,  Newark 
Winkler,  M.  Bernard,  M.D.,  Paterson 
Winkler,  Marvin  H.,  Ph.D.,  New  York 


Yassin,  John  G.,  M.D.,  Falls  Church,  Va. 


Zazanis,  George  A.,  M.D.,  Chatham 
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SCIENTIFIC  SECTION  OFFICERS 


Saturday  through  Tuesday 
May  12-15,  1973 


Chalfonte-Haddon  Hall 
Atlantic  City 


Allergy 

Chairman— Arthur  Post,  M.D.,  N.  Belleville 
Sf.cretary— Frederic  A.  Schulaner,  M.D.,  Westfield 

Anesthesiology 

Chairman— H.  A.  Ferrari,  M.D.,  Summit 
Secretary— Joseph  A.  Cox,  M.D.,  Short  Hills 

Cardiovascular  Diseases 

Chairman— Harry  A.  Roselle,  M.D.,  Englewood 
Secretary — Lawrence  A.  Lubow,  M.D.,  Morristown 

Chest  Diseases 

Chairman— Albert  Minzter,  M.D.,  Elizabeth 
Secretary— John  J.  Tambascia,  M.D.,  Kendall  Park 

Clinical  Pathology 

Chairman — Martin  J.  Salwen,  M.D.,  Long  Branch 
SECRETARY-Paul  T.  Wei  tlake,  M.D.,  Short  Hills 

Dermatology 

CiiAiRMAN-James  T.  Vail,  Jr.,  M.D.,  Summit 
Secretary- Alfred  J.  Shapiro,  M.D.,  Long  Branch 

Gastroenterology  and  Proctology 

CiiAiRMAN-Dave  B.  Swerdlow.  M.D.,  Montclair 
SECRETARY-David  Kaufman,  M.D.,  Elizabeth 

General  Practice 

Chairman— Edward  H.  Weiser,  M.D.,  Sussex 
Secretary  Frank  C.  .Snope,  M.D.,  Flemington 

Medicine 

aiMRMAN-James  G.  Kehler,  Jr.,  M.D.,  Woodburv 
SECRETARY-Paul  K.  Bomsteih,  M.D.,  Asbury  Park 

Neurosurgery  and  Neurology 

CHAiRMAN-Oeorge  I..  Becker.  Jr.,  M.D.,  Paterson 
SECRETARY-Henry  R.  I.iss,  M.D.,  Chatliam 


Obstetrics  and  Gynecology 

Chairman— Ralph  H.  Van  Meter,  M.D.,  Moorestown 
Secretary— William  H.  Ainslie,  M.D.,  Metuchen 

Ophthalmology 

Chairman— Donald  A.  Fonda,  M.D.,  Ridgewootl 
Secretary— Vincent  B.  Pica,  M.D.,  Trenton 

Orthopedic  Surgery 

Chairman— Merle  H.  Katzman,  M.D.,  Tenafly 
Secretary— Martin  L.  Sorger,  M.D.,  Montclair 

Otolaryngology 

Chairman— Howard  E.  Hock,  M.D.,  Glen  Ridge 
Secretary— Joseph  M.  Lenczyk,  M.D.,  Shrewsbury 

Pediatrics 

Chairman— Glenn  P.  Lambert,  M.D.,  Flemington 
Secretary— Anthony  P.  DeSpirito,  M.D.,  Asbury  Park 

Plastic  and  Reconstructive  Surgery 

Chairman— Ursula  W.  Steinberg,  M.D.,  Plainfield 
Secretary— Morton  H.  Goldstein,  M.D.,  New  Brunswick 

Psychiatry 

Chairman— Chester  L.  Trent,  M.D.,  Asbury  Park 
Secretary— Alvin  Friedland,  M.D.,  East  Orange 

Radiology 

Chairman— Allan  J.  Scher,  M.D.,  Morristown 
Secretary— David  N.  Bramwit,  M.D.,  Hackensack 

Rheumatism 

Chairman— Leroy  H.  Hunninghake,  M.D.,  Princeton 
Secretary— Sheldon  Solomon,  M.D.,  Marlton 

Surgery 

Chairman— Joseph  Alpert,  M.D.,  Millburn 
Secretary— John  J.  White,  M.D.,  Princeton 

Urology 

Chairman— Richard  Fadil,  M.D.,  Passaic 
Secretary— Anthony  Del  Gaizo,  M.D.,  Paterson 
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MOTION  PICTURE  THEATER 


Saturday,  May  12 
Sunday,  May  13 
Monday,  May  14 


2 p.m. 

10  a.m.  and  2 p.m, 
10  a.m.  and  2 p.m. 


Arranged  and  presented  through  the  cooperation  of  Roche  Laboratories, 
Division  of  Hoffman-La Roche,  Inc.,  Nutley. 


10:00  a.m.  and  2:00  p.m. 

The  Nurse,  the  Physician,  and  the  Law 

What  is  the  responsibility  of  the  hospital  for  negli- 
gence or  malpractice  on  the  part  of  its  employees? 
By  enacting  a preliminary  meeting  between  the  at- 
torney and  the  participants  in  a suit,  this  responsi- 
bility is  illustrated. 

(Presented  through  the  courtesy  of 
Roche  Laboratories) 

10:35  a.m.  and  2:35  p.m. 

Stress  and  the  Adaptation  Syndrome 

This  film  depicts  the  effect  of  various  physical  and 
psychic  stresses  and  the  mechanisms  by  which  the 
animal  effects  adaptation.  An  excellent  exposition 
of  Dr.  Hans  Selye’s  monumental  contribution  to- 
ward the  understanding  of  the  interrelationship  be- 
tween stress  and  disease  is  presented. 

(Presented  through  the  courtesy  of 
Pfizer  Laboratories) 

11:15  a.m.  and  3:15  p.m. 

Diagnosis  and  Treatment  of  Sedative 
Overdosage 

Here  stressed  is  diagnosis — even  differential  diag- 
nosis— and  management  of  sedative-analgesic- 
tranquilizer  overdosage.  The  following  “10  Com- 
mandments” are  emphasized: 

1.  Secure  a free  airway  immediately  and  main- 
tain it. 

2.  Provide  for  adequate  ventilation. 

3.  Use  oxygen  as  required, 

4.  Do  not  use  CNS  stimulants. 


5.  Promptly  insert  a CVP  catheter. 

6.  Treat  hypotension  with  volume  expanders  and 
avoid  pressor  agents. 

7.  Perform  gastric  lavage. 

8.  Induce  an  alkaline  osmotic  diuresis. 

9.  Carefully  observe  fluid,  electrotyte,  pH,  and 
blood  gas  homeostasis. 

10.  Avoid  decubiti  and  thrombosis. 

(Presented  through  the  courtesy  of 
Ciba  Pharmaceutical  Company) 

11:50  a.m. 

Frontiers  of  Psychiatry  on  Camera  Exploring 
the  Treatment  of  Alcoholism 

“Letting  the  patient  shop  around  for  a therapy 
that  helps  him”  is  how  Ernest  W.  Klatte,  M.D., 
Superintendent  of  the  Mendocino  State  Hospital  in 
California,  explains  the  growing  success  of  the  hos- 
pital’s program  for  treating  alcoholism.  Many  dif- 
ferent therapies  are  utilized  to  motivate  the  patient 
to  find  his  own  treatment  and  to  follow  it. 

(Presented  through  the  courtesy  of 
Roche  Laboratories) 

3:50  p.m. 

Physical  Examination  of  the  Newborn 

This  film  demonstrates  the  art  of  physical  examina- 
tion of  the  neonate  and  depicts  not  only  technics 
for  routine  physical  examination  but  also  special 
technics  for  the  recognition  of  anomalies  which 
may  be  present.  A number  of  normal  conditions 
which  are  frequently  mistaken  for  defects  are 
shown. 

(Presented  through  the  courtesy  of 
Pfizer  Laboratories) 


The  Medical  Society  of  New  Jersey  Welcomes  the  Following 

Delegates  and  Guests 

Connecticut 

E.  Tremain  Bradley,  M.D.,  Norwalk 
Clifford  E.  Wilson,  M.D.,  Norwich 

Maryland 

William  C.  Ebeling,  M.D.,  Baltimore 

Pennsylvania 

Robert  S.  Sanford,  M.D.,  Mansfield 
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SCIENTIFIC  PROGRAM 


Sunday,  May  13 
Monday,  May  14 


Scientific  Section 
Sessions 


Scientific  Section  Sessions 


Sunday  Morning,  May  13 

Ophthalmology 

(Cosponsored  by  the  New  Jersey  Academy  of  Oph- 
thalmology and  Otolaryngology 

9:00  a.m.  Intubation  of  the  Lacrimal  System 

J.  HENRY  WHITE,  M.D.,  Assistant  Pro- 
fessor of  Ophthalmology,  New  Jersey 
Medical  College,  CMDNJ,  Newark 

Intubation  between  the  lacrimal  sac  and  the  punc- 
ta  may  be  described  as  anterior,  while  that  be- 
tween the  sac  and  the  nose  is  classified  as  pos- 
terior. These  may  be  further  sub-divided  into  tem- 
porary and  permanent. 

Anterior  temporary  intubation  may  be  achieved 
with  nylon,  polyethylene  tubing,  silk,  tycron,  or 
metal  rod. 

Anterior  permanent  intubation  may  be  attained 
with  pyrex  or  silicone  rubber  tubing  or  vein  grafts. 

Posterior  temporary  intubation  using  a French 
catheter  is  advantageous. 

Posterior  permanent  intubation  with  pyrex  and  sili- 
cone rubber  tubes  has  proved  satisfactory. 

9:30  a.m.  Surgical  Treatment  of  Carcinoma  of 
Eyelids  and  Orbit 

GERARD  M,  SHANNON,  M.D.,  Clirvical 
Professor  of  Ophthalmology,  Temple 
University  School  of  Medicine;  and 
Director  and  Attending  Surgeon,  Oculo- 
plastic  Department,  Wills  Eye  Hospi- 
tal, Philadelphia 

Goal  of  the  ophthalmologist  in  surgery  of  the  lid 
and  orbital  tumors  is  the  complete  removal  of  the 
tumor  and  repair  of  the  defect  so  that  both  a 
functional  and  acceptable  cosmetic  result  ensues. 
In  orbital  tumor  surgery  this  goal  is  even  more 
demanding  because  extraocular  muscle  function 
and  preservation  of  vision  must  be  considered. 
Acceptable  results  can  be  expected  in  the  majority 
of  cases,  if  careful  attention  is  paid  to  several 
important  points.  The  history  of  the  grovrth,  its  size, 
and  its  location,  ascertained  by  a careful  clinical 
examination,  are  mandatory.  Special  attention 
must  be  paid  to  the  characteristics  of  the  patient's 
tissues.  These  factors  help  to  decide  which 
procedure  will  be  efficacious. 

Alternative  therapeutic  modalities,  such  as  radia- 
tion and  chemotherapy,  may  be  helpful  in  some 
cases,  but  are  potentially  dangerous.  Many  of  our 
most  difficult  problems  have  been  caused  by  these 


non-surgical  treatments.  In  cases  where  they  are  to 
be  used  the  possible  complications  should  be  dis- 
cussed thoroughly  with  the  patient.  Pre-  and  post- 
operative, or  post-therapeutic  photographs  which 
demonstrate  both  appearance  and  function  are 
very  important  in  managing  difficult  cases. 

10:00  a.m.  Office  and  OPD  Oculoplastic  Surgery 
JOHN  G.  YASSIN,  M.D.,  Instructor  in 
Ophthalmology,  Georgetown  University 
Medical  School;  and  Attending  Sur- 
geon, Washington  Hospital  Center, 
Washington 

A thorough  understanding  of  the  surgical  anatomy 
of  the  lids  and  contiguous  structures  is  necessary 
to  perform  the  anesthesia  and  surgery  to  be  de- 
scribed. To  do  office  surgery  one  must  have  proper 
instruments,  sterilization  technics,  and  resuscita- 
tive  equipment.  In  this  regard,  there  are  serious 
medical-legal  problems  to  be  considered.  Those 
procedures  which  are  appropriately  done  in  the 
office  will  be  described  in  detail.  Finally,  there  are 
others  which  can  be  performed  in  the  hospital  on 
an  out-patient  basis.  In  these  cases,  special  em- 
phasis is  placed  on  pre-operative  selection  and 
anesthesia. 

10:30  a.m.  Plastic  Surgery  for  the  Ophthalmic 
Surgeon 

ARTHUR  E.  SHERMAN,  M.D.,  Advisory 
Attending  Ophthalmologist,  Hospital 
Center,  Orange 

An  ophthalmologist  capable  of  good  intraocular  and 
muscle  surgery  is  also  quite  able  satisfactorily  to 
carry  out  most  plastic  procedures  in  the  ocular  re- 
gion. A number  of  such  procedures,  useful  in  deal- 
ing with  eyelid  deformities  and  tumors,  will  be  dis- 
cussed with  slides  to  illustrate  these  and  also  to 
illustrate  the  results  to  be  expected.  They  are  not 
difficult  or  complicated  procedures,  but  require 
attention  to  detail.  Also,  a number  of  operative 
procedures  that  should  be  avoided  will  be  shown 
and  the  reasons  given. 

11:00  a.m.  Panel  Discussion 

11:30  a.m.  Business  Meeting — Election  of  Officers 

11:45  a.m.  Visit  to  Exhibits 


12:30  p.m.  Luncheon — New  Jersey  Academy  of 
Ophthalmology  and  Otolaryngology 

Reservations:  Donald  A.  Fonda,  M.D. 
20  Wilsey  Square 
Ridgewood  07450 
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Sunday  Morning  May  13 

Allergy 

Dermatology 

(Cosponsored  by  the  New  Jersey  Allergy  Society) 

9:30  a.m.  Allergic  Dermatitis 

VINCENT  J.  FONTANA,  M.D.,  Clinical 
Professor  of  Pediatrics,  New  York  Uni- 
versity School  of  Medicine;  and  Direc- 
tor, Pediatrics  and  Pediatric  Allergy,  St. 
Vincent's  Hospital  and  Medical  Center, 
New  York 


Summary  not  received 

Questions  and  Answers 

10:30  a.m.  Urticaria  of  Physical  Allergy 

HARRY  J.  HURLEY,  M.D.,  Professor  of 
Clinical  Dermatology,  University  of 
Pennsylvania  School  of  Medicine. 
Philadelphia 

Physical  influences  such  as  heat,  cold,  and  light 
have  long  been  known  to  induce  urticaria  in  cer- 
tain individuals.  A variety  of  clinically  distinctive 
syndromes  have  been  described  including  localized 
and  generalized  (cholinogenic,  aquagenic)  heat 
urticaria,  essential  cold  urticaria,  cryoglobulinemia, 
the  cold  hemolysin  and  cold  agglutinin  syndromes, 
and  solar  urticaria.  Pathogenesis,  diagnostic  fea- 
tures, and  therapy  of  these  disorders  will  be  re- 
viewed and  evidence  indicating  the  allergic  nature 
of  some  of  them  summarized.  Special  emphasis 
will  be  placed  on  cholinogenic  urticaria  whidh  is 
probably  far  more  common  than  previously  be- 
lieved and  is  often  mistaken  for  other  forms  of 
urticaria. 


11:30  a.m.  Business  Meeting — Election  of  Officers 
11:45  a.m.  Visits  to  Exhibits 


Sunday  Morning,  May  13 

Cardiovascular  Diseases 

(Cosponsored  by  New  Jersey  Chapter,  American 
College  of  Cardiology) 

9:30  a.m.  Symposium  on  Newer  Aspects  of 
Hypertension 

Renin-Angiotensin  System 
MICHAEL  GUTKIN,  M.D.,  Chief  Hyper- 
tension Clinic,  Veterans  Administration 
Hospital,  East  Orange;  and  Clinical 
Assistant  Professor  of  Medicine,  New 
Jersey  Medical  College,  CMDNJ,  New- 
ark 

Although  angiotensin  I and  II  are  critical  in  the 
maintenance  of  normai  bloodi  pressure,  plasma 
renin  activity  (PRA)  is  not  directly  related  to  blood 
pressure  in  hypertensive  patients.  Mean  PRA  is 


lower  than  normal  in  hypertensives,  some  of  whom 
have  markedly  depressed  values  unresponsive  to 
usually  effective  stimuli.  Low  PRA  is  most  notable 
in  essential  hypertension,  mineralocorticoid  excess, 
and  the  anephric  state.  High  PRA  is  commonly 
seen  in  malignant  hypertension,  hyperdynamic 
hypertension,  “pill”  hypertension,  and  pheochro- 
mocytoma.  Classifying  hypertensives  according  to 
their  PRA  may  be  therapeutically  useful. 

Prostaglandins  in  Hypertension 
GEORGE  SCHNEIDER,  M.D.,  Chief  of 
Endocrinology,  Veterans  Administration 
Hospital,  East  Orange;  and  Assistant 
Professor  of  Medicine,  New  Jersey 
Medical  College,  CMDNJ,  Newark 


Summary  not  received 

Panel  Discussion — Question  and  Answer  Period 
11:30  a.m.  Business  Meeting — Election  of  Officers 
11:45  a.m.  Visit  to  Exhibits 


Sunday  Afternoon,  May  13 

Anesthesiology 

(Cosponsored  by  the  New  Jersey  State  Society  of 
Anesthesiologists) 


12  noon  Luncheon — New  Jersey  State  Society 
of  Anesthesiologists 

Reservations:  Joseph  A.  Cox,  M.D. 

34  Hobart  Gap  Road 
Short  Hills  07078 


1:00  o.m.  Symposium  on  the  Effect  of  Court  De- 
cisions on  the  Practice  of  Anesthesia 
and  Surgery 

Moderator:  Joseph  A.  Cox,  M.D.,  Sec- 
retary, Section  on  Anes- 
thesiology 

Welcome:  H.  A.  Ferrari,  M.D.,  Chair- 
man, Section  on  Anesthesi- 
ology 

1:15  p.m.  Legal  Viewpoint 

ROBERT  P.  McDonough,  Counselor- 
at-law,  McDonough,  Murray,  Weaker, 
Westfield 

Summary  not  received 
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1:30  p.m.  Anesthesiologist’s  Viewpoint 

ERVIN  MOSS,  M.D.  Attending  Anes- 
thetist, Alexian  Brothers  Hospital,  Eliz- 
abeth 

A presentation  on  malpractice  will  be  devoted  to 
important  decisions  related  to  the  practice  of  anes- 
thesiology. Stress  will  be  placed  on  the  doctrine  of 
informed  consent  and  the  doctrine  of  res  ipsa 
loquitur. 

1:45  p.m.  Nurse  Anesthetist’s  Viewpoint 

MRS.  PRISCILLA  GRIGAS,  C.R.N.A., 
President,  New  Jersey  Association  of 
Nurse  Anesthetists 

The  effects  of  court  decisions  on  the  practice  of 
anesthesia  and  their  relation  to  the  C.R.N.A.  are 
myriad.  Increased  malpractice  premiums  and  in- 
creased incidence  of  subrogation  are  some  of  the 
new  problems  with  which  the  C.R.N.A.  is  faced. 
From  negative  aspects,  as  professionals,  we  have 
accepted  the  challenges  and  have  taken  positive 
action  to  insure  a better  quality  of  anesthesia  to 
our  patients. 

2:00  p.m.  Surgeon’s  Viewpoint 

LOUIS  R.  M.  DEL  GUERCIO,  M.D.,  Di- 
rector of  Surgery,  St.  Barnabas  Medi- 
cal Center,  Livingston 

Summary  not  received 

2:15  p.m.  Panel  Discussion 

2:30  p.m.  Business  Meeting — Election  of  Officers 

2:45  p.m.  Visit  to  Exhibits 


CONVENTION  RECEPTION 

Saturday,  May  12,  1973 
Cocktails — Buffet-Dinner 
Dancing 

(Tickets  at  Registration  Desk) 


DINNER-DANCE 

Monday,  May  14,  1973 
Guest  Speaker 
Dancing 

(Tickets  at  Registration  Desk) 


Sunday  Afternoon,  May  13 

Neurosurgery  and  Neurology 

(Cosponsored  by  the  New  Jersey  Neurosurgical  So- 
ciety) 

1:00  p.m.  Symposium  on  Recent  Advances  in  the 
Control  of  Pain 

Chairman:  George  L.  Becker,  Jr.,  M.D., 
Senior  Attending  Neuro- 
surgeon, St.  Joseph's  Hos- 
pital, Paterson,  and  In- 
structor in  Neurosurgery, 
Columbia  University  Col- 
lege of  Physicians  and 
Surgeons,  New  York 

Moderator:  Henry  R.  Liss,  M.D.,  Asso- 
ciate Professor  of  Neuro- 
surgery, Rutgers  Medical 
School,  CMDNJ,  Piscata- 
way;  and  Attending  Neuro- 
surgeon, Morristown  Mem- 
orial Hospital,  Morristown 

Applied  Anatomic  Aspects  of  Pain 
HARRY  A.  KAPLAN,  M.D.,  Professor  of 
Neurosurgery,  New  Jersey  Medical 
College,  CMDNJ;  and  Director,  Divi- 
sion of  Neurosurgery,  Martland  Hos- 
pital, Newark 

In  control  of  pain,  one  must,  of  necessity,  have  a 
clear  concept  of  the  organization  of  the  nervous 
system.  The  location  of  the  painful  area,  the  path- 
way over  which  the  so-called  pain  impulses  are 
mediated,  and  the  individual  interpretation  of  the 
type  or  severity  of  the  pain  must  be  estimated. 
The  lateral  spinothalmic  tract  carrying  pain  and 
temperature  impulses  frequently  is  cut  for  the  relief 
of  pain.  This  tract  may  be  sectioned  surgically  or 
interrupted  by  injections  of  chemicals.  Surgical 
procedures  on  the  forebrain  for  relief  of  pain  usual- 
ly consist  of  sectioning  the  white  fiber  tracts  in  the 
prefrontal  region.  This  blunts  the  individual  suffici- 
ently to  allow  him  to  accept  pain  without  any 
emotional  response. 

Psychophysiological  Aspects  of  Pain 
HARVEY  M.  HAMMER,  M.D.,  Assistant 
Professor  of  Psychiatry,  Rutgers  Medi- 
cal School,  CMDNJ,  Piscataway;  and 
Attending  Psychiatrist  Morristown 
Memorial  Hospital,  Morristown 

The  functional  determinants  of  pain  have  classical- 
ly been  considered  from  the  point  of  view  of  two 
separate  entities.  Pain  as  a symbolic  representa- 
tion of  a neurotic  conflict  and  pain  accompanying 
psychophysiological  disorders  will  be  discussed. 

Recent  studies  concerning  psychogenic  pain  have 
revealed  a number  of  clinical  features  which  are 
important  for  the  physician  in  investigating  the 
relative  functional-organic  component  of  pain.  The 
importance  of  this  evaluation  in  the  various  spe- 
cialties of  medicine  will  be  discussed.  Finally,  the 
management  of  psychogenic  pain,  once  diagnosed 
in  association  with  or  without  various  organic  con- 
ditions, will  be  presented.  The  prognoses  in  a se- 
lect number  of  cases  will  further  illustrate  the 
difficulties  encountered  by  the  practicing  physi- 
cian. 
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Advances  in  Surgery  for  Pain 
GEORGE  A.  ZAZANIS,  M.D.,  Associate 
Professor  of  Neurosurgery,  Rutgers 
Medical  School,  CMDNJ,  Piscataway; 
and  Attending  Neurosurgeon,  Nev,/ 
Jersey  Medical  School,  CMDNJ,  New- 
ark 

Neuroprosthetics  and  more  recent  neurophysiologi- 
cal technics  for  the  treatment  of  pain  will  be 
discussed.  A review  of  the  recent  appearance  of 
electronic  devices  and  equipment  for  the  treatment 
of  chronic  intractable  pain  of  various  causes  will 
be  offered.  A variety  of  cases  will  be  presented  and 
results  analyzed. 

Percutaneous  Cordotomy  for  Somatic 
Pain  Relief 

WARREN  H.  FOER,  M.D.,  Associate 
Attending  Neurosurgeon,  Hackensack 
Hospital,  Hackensack:  and  Assistant 
Clinical  Professor  of  Neurosurgery, 
New  Jersey  Medical  School,  CMDNJ, 
Newark 

Despite  the  availability  of  potent  analgesic  agents, 
the  control  and  alleviation  of  intractable  pain 
presents  challenge  to  the  physician.  With  the  de- 
velopment of  percutaneous  cervical  radiofrequency, 
stereotaxic  cordotomy  (to  disrupt  the  lateral 
spinothalamic  tract),  a simple,  relatively  safe,  and 
highly  effective  means  to  alleviate  pain  in  a variety 
of  diseases,  is  now  available.  It  has  proved  to  be 
particularly  well  adapted  for  the  patient  with  pain 
secondary  to  advanced  malignancy.  The  author's 
experience  in  utilizing  this  procedure,  including 
patient  selection,  operative  technic,  risks,  and  re- 
sults will  be  discussed. 

Pain  About  the  Head  (Trigeminal  Neu- 
ralgia) 

M.  BERNARD  WINKLER,  M.D.,  Assist- 
ant Clinical  Professor  of  Neurosurgery, 
Mt.  Sinai  School  of  Medicine,  New 
York;  and  Director  of  Neurosurgery, 
St.  Joseph’s  Hospital,  Paterson. 

Since  Spiller  and  Frazier’s  classic  work  in  1901,  it 
has  been  clear  that  permanent  relief  in  trigeminal 
neuralgia  depends  on  retrogasserian  section  of  the 
trigeminal  nerve.  The  fibres  can  be  interrupted 
mechanically,  by  physical  means,  or  electrically. 
The  author  describes  the  technic  of  selective  de- 
struction of  retrogasserian  fibres  by  percutaneous 
injection  of  boiling  water  in  small  increments.  The 
method,  a modification  of  that  originally  described 
by  Dr.  Rudolph  Jaeger,  avoids  major  surgery  and 
some  of  its  complications. 

3:00  p.m.  Business  Meeting — Election  of  Officers 
3:15  p.m.  Visit  to  Exhibits 


VISIT  THE  EXHIBITS 


Sunday  Afternoon,  May  13 

Psychiatry 

(Cosponsored  by  the  New  Jersey  Psychiatric  Asso- 
ciation and  New  Jersey  Psychoanalytic  Society) 


1:00  p.m.  Nihilism  and  Despair,  Rebirth  and  Re- 
pair; A Psychoanalytic  View  of  the 
Adolescent  Crisis 

IRA  L.  MINTZ,  M.D.,  Clinical  Professor 
of  Psychiatry,  New  Jersey  Medical 
College,  CMDNJ,  Newark;  and  Attend- 
ing Psychiatrist,  Hackensack  Hospital, 
Hackensack. 

A psychoanalytic  view  is  presented  of  the  pres- 
sures faced  by  adolescents  today,  and  of  the  way 
they  have  chosen  to  resolve  them.  Adolescence  is 
normally  a tumultuous  stage,  filled  with  attempts 
at  dealing  with  problems  of  independence,  aggres- 
sion, and  sexuality.  It  is  characterized  by  alterna- 
ting cycles  of  profound  understanding,  insight,  and 
compassion,  only  to  be  replaced  by  periods  of 
indifference,  petulance,  and  querulousness. 

Changes  in  the  current  culture  have  exercised  a 
major  influence  upon  the  adolescent.  Widespread 
violence,  sexual  stimulation,  drug  usage,  permis- 
siveness, and  a hedonistic  art  culture,  all  have 
complicated  normal  adolescent  development. 

An  attempt  will  be  made  to  explore  the  role  of 
these  factors  upon  adolescent  behavior. 

1:30  p.m.  Carbohydrate  Metabolism  and  Depres- 
sion 

PETER  S.  MUELLER,  M.D.,  Associate 
Professor  of  Psychiatry,  Rutgers  Medi- 
can  School,  CMDNJ,  Piscataway 

A 300-year  history  relates  abnormalities  of  carbo- 
hydrate metabolism  with  various  psychiatric  disor- 
ders, particularly  severe  depression.  The  signifi- 
cance of  this  relationship  is  important,  not  only  for 
understanding  of  psychiatric  illness,  but  also  in 
terms  of  management  of  diabetes  and  other  meta- 
bolic disorders.  The  studies  of  glucose  metabolism 
in  depressive  illnesses  seek  to  establish  the  rela- 
tionship of  glucose  utilization  to  the  affective  state 
with  concomitant  assessment  of  serum  insulin  and 
growth  hormone.  Results  were  that  insulin  resist- 
ance and  decreased  glucose  utilization  were 
manifested  consistently  in  psychotic  depression, 
and  were  not  related  to  physical  activity,  nutrition, 
initially  elevated  serum  human  growth  hormone 
levels,  or  age.  These  abnormalities  disappeared 
following  successful  treatment  with  amitriptyline. 
Mania  was  associated  with  increased  or  prolonged 
insulin  sensitivity  and  abnormal  rates  of  glucose 
utilization.  Clinical  behavioral  and  affective  ratings 
indicated  that  insulin  resistance  was  positively  cor- 
related with  depressive,  and  negatively  with  manic, 
symptomatology.  Pertinence  of  these  findings  will 
be  discussed  in  relationship  with  depression  and 
other  medical  illnesses. 

2:00  p.m.  Question  and  Answer  Period 

3:00  p.m.  Business  Meeting — Election  of  Officers 

3:15  p.m.  Visit  to  Exhibits 
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Monday  Morning,  May  14 

Chest  Diseases, 

General  Practice,  Medicine 

(Cosponsored  by  New  Jersey  Chapter,  American 
College  of  Chest  Physicians,  New  Jersey  Chapter, 
American  Academy  of  Family  Physicians,  and  New 
Jersey  Society  of  Internal  Medicine) 

(Program  is  acceptable  for  two  (2)  Prescribed 
Hours  by  the  American  Academy  of  Family  Physi- 
cians) 

9:00  a.m.  Symposium  on  Chronic  Obstructive 
Lung  Disease 

Pathogenesis  of  the  Specific  Disease 
Comprising  the  COLD  Wastebasket 
SANFORD  CHODOSH,  M.D.,  Research 
Associate,  Lung  Station  (Tufts),  Boston 
City  Hospital;  and  Assistant  Professor 
of  Medicine,  Tufts  University  School  of 
Medicine,  Boston 

Chronic  obstructive  lung  disease  is  a physiologic 
description  which  includes  a number  of  specific  dis- 
eases of  the  lung,  sudh  as  chronic  bronchitis, 
chronic  bronchial  (extrinsic)  asthma,  chronic  asth- 
matic (intrinsic)  bronchitis,  and  pulmonary  em- 
physema. 

Conceptually,  chronic  obstructive  lung  disease  pro- 
vides little  insight  into  the  pathology  which  under- 
lies the  obstruction  and,  therefore,  does  not  pro- 
vide the  basis  for  individualized  therapy  necessary. 
The  practical  differentiation  of  these  diseases  can 
be  accomplished  with  available  diagnostic  tests. 

COLD — Overlap  Syndromes,  Their  Rec- 
ognition and  Effect  on  Lung  and 
Cardiac  Function 

E.  LESLIE  CHUSID,  M.D.,  Chief,  Pul- 
monary Division  and  Director,  Respira- 
tory Care  Unit,  Booth  Memorial  Medi- 
cal Center,  Flushing;  and  Assistant 
Clinical  Professor  of  Medicine,  Mount 
Sinai  School  of  Medicine  of  the  City 
University  of  New  York 

Disease  entities  which  make  up  the  symptom  com- 
plex of  chronic  obstructive  lung  disease  (COLD) 
may  be  distinguished  by  clinical  and  physiologic 
criteria.  The  obstructive  airway  symptoms  of 
asthma,  bronchitis,  emphysema,  and  small  airway 
disease  may  be  differentiated  by  an  accurate  his- 
tory (allergy,  infection,  heredity,  smoking,  etc.) 
and  by  auscultation  (inspiratory  and  expiratory 
components).  Definitive  clarification  and  degree 
of  impairment  may  be  made  by  selective  pulmon- 
ary function  testing  (lung  volumes,  lung  dynamics 
and  mechanics,  diffusion,  flow-volume  studies). 

The  effect  of  these  diseases  on  cardiac  function  is 
variable  but  predictable.  Knowledge  of  acute  cor 
pulmonale  and  left  heart  failure  mechanisms  en- 
hance the  ability  to  recognize  combined  pulmonary 
and  cardiac  insufficiency. 

Only  in  minor  instances  will  a true  overlap  of  the 
diseases  comprising  COLD  cause  difficulty  in 


diagnosis,  and  here  more  sophisticated  methods  of 
analysis  are  required  (biochemical  studies,  scan- 
ning technics,  immunologic  studies). 

COLD — Management  of  the  Patient  and 
His  Problems 

STEPHEN  M.  AYRES,  M.D.,  Director, 
Cardio-Pulmonary  Department,  St. 
Vincent’s  Hospital;  and  Associate  Pro- 
fessor of  Clinical  Medicine,  New  York 
University  School  of  Medicine,  New 
York 


Chronic  obstructive  lung  disease  like  many  chronic 
illnesses  involves  the  entire  patient  as  much  as  it 
involves  the  lung.  Organic  problems  are  closely 
related  to  obvious  emotional  problems.  Hyper- 
ventilation with  dyspnea,  for  example,  is  frequent- 
ly due  to  panic  and  may  be  treated  more  effec- 
tively by  reassurance  than  by  breathing  oxygen. 
This  presentation  will  outline  the  pathophysiologic 
abnormalities  in  chronic  lung  disease  and  stress 
the  integrated  utilization  of  a variety  of  patients’ 
problems,  oxygen  therapy,  inhalation  therapy, 
ventilatory  therapy,  specific  pharmacology,  and 
physical  technics. 


Most  satisfying  is  the  common  observation  that 
the  patient  with  chronic  lung  disease  improves 
significantly  and  is  frequently  able  to  return  to 
work,  even  though  his  routine  pulmonary  func- 
tion studies  are  unchanged. 


10:30  a.m.  Panel  Discussion — Question  and  An- 
swer Period 


11:30  a.m.  Business  Meeting — Election  of  Officers 


11:45  a.m.  Visit  to  Exhibits 


12  noon  Luncheon  — New  Jersey  Chapter, 
American  College  of  Chest  Physicians 
— Annual  Selman  A.  Waksman  Lecture 

Reservations:  Albert  Minzter,  M.D. 

350  Irvington  Avenue 
Elizabeth  07208 


JEMPAC  BREAKFAST 


Mon(day,  May  14,  1973 
8 a.m. — Pennsylvania  Room  I 
Tickets  Available 


Informational  Exhibit  Booth  210 
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Monday  Morning,  May  14 

Orthopedic  Surgery 

(Cosponsored  by  New  Jersey  Orthopaedic  Society 
and  New  Jersey  Chapter,  American  College  of 
Emergency  Physicians 

9:00  a.m.  Follow-up  Results  of  Common  Hand 
Injuries 

ROBERT  A.  GOLDSTONE,  M.D.,  Attend- 
ing in  Orthopedics,  St.  Joseph’s  Hos- 
pital, Paterson;  and  Assistant  Clinical 
Professor  of  Surgery  (Orthopedics), 
New  Jersey  Medical  College,  CMDNJ, 
Newark 

A series  of  cases  will  be  presented  documenting 
the  appearance  of  a variety  of  hand  injuries,  their 
methods  of  management,  with  successful  and  un- 
successful results.  It  will  be  illustrated  that  initial, 
desperate-appearing  situatiorrs  can  produce  a sal- 
vageable hand,  and  that  radiologic  appearance  is 
not  necessarily  an  indication  of  function. 

9:30  a.m.  Experience  Treating  Hip  Fractures  in  a 
Community  Hospital 
D.  S.  LESNICK,  M.D.,  Monmouth  Medi- 
cal Center,  Long  Branch 

Summary  not  received 

10:00  a.m.  Slipped  Capital  Femoral  Epiphysis 

RALPH  KUHN,  M.D.,  St.  Joseph's  Hos- 
pital, Paterson 

Presented  will  be  a discussion  of  diagnosis,  natural 
history,  and  treatment  of  slipped  capital  femoral 
epiphysis  (SCFE),  including  both  minimal  and 
severe  slips. 

10:30  a.m.  Coffee  Break 

11:00  a.m.  Compression  Plating 

PEDRO  BERMANN,  M.D.,  St.  Joseph’s 
Hospital,  Paterson 

Summary  not  received 

11:30  a.m.  Business  Meeting — Election  of  Officers 
11:45  a.m.  Visit  to  Exhibits 


12  noon  Luncheon — New  Jersey  Orthopaedic 
Society 

Reservations:  Merle  H.  Katzman,  M.D. 
Ill  Dean  Drive 
Tenafly  07670 


VISIT  THE  EXHIBITS 


Monday  Morning,  May  14 

Surgery 

(Cosponsored  by  New  Jersey  Chapter,  American 
College  of  Surgeons 

9:00  a.m.  Welcome:  Joseph  Alpert,  M.D.,  Chair- 
man, Section  on  Surgery 

9:20  a.m.  Introduction  of  Panelists  and  Modera- 
tor’s Remarks 

BENJAMIN  F.  RUSH,  Jr.,  M.D.,  John- 
son and  Johnson  Professor  of  Surgery, 
Chairman,  Department  of  Surgery, 
New  Jersey  Medical  School,  CMDNJ, 
Newark 


9:30  a.m.  Differential  Diagnosis  and  Medical 
Management  of  Ulcerative  Colitis  and 
Granulomatous  Colitis 
HENRY  L.  BOCKUS,  M.D.,  Emeritus 
Professor  of  Internal  Medicine,  Gradu- 
ate School  of  Medicine,  University  of 
Pennsylvania,  Philadelphia 

When  it  became  known  (more  than  a decade  ago) 
that  Crohn’s  disease  may  involve  the  colon,  medi- 
cal journals  were  deluged  with  reports  dealing  with 
the  inter-relationships  between  the  Crohn  colon 
and  ulcerative  colitis — their  similarities  and  differ- 
ences. The  theme  was:  are  they  distinct  entities  or 
merely  different  patterns  of  the  same  basic  patho- 
logic process?  The  consensus  is  that,  in  most  in- 
stances, they  do  occur  as  distinct  entities.  The 
presentation  will  attempt  to  clarify  the  characteris- 
tics, both  etiopathologic  and  clinical,  when  they  do 
not  co-exist.  The  present  status  of  medical  man- 
agement will  be  reviewed. 

10:10  a.m.  Indications  for  Operation  in  Patients 
with  Ulcerative  Colitis  and  Granuloma- 
tous Colitis 

JAMES  C.  THOMPSON,  M.D.,  Professor 
and  Chairman,  Department  of  Surgery, 
University  of  Texas  Medical  Branch, 
Galveston 


Usually  the  initial  treatment  of  ulcerative  colitis 
should  be  medical  and  the  need  for  surgical  inter- 
vention arises  only  when  conservative  measures 
fail.  Intractability  is  currently  the  most  common 
indication  for  operation.  Chronic  disabling  colitis 
and  its  major  complications  (perirectal  disease, 
fistulas,  strictures)  represent  the  operative  indica- 
tions for  about  45  per  cent  of  the  patients  who 
undergo  operation.  Severe,  acute  exacerbation 
with  toxemia  that  does  not  respond  to  conserva- 
tive therapy  constitutes  the  most  common  indica- 
tiot>  in  the  acute  stages.  In  longstanding  disease, 
the  risk  of  carcinoma  is  greatly  increased,  achiev- 
ing an  incidence  of  40  per  cent  after  30  years  of 
disease.  In  granulomatous  or  transmural  colitis, 
chronic  intractable  disease  with  acute  exacerba- 
tions is  the  most  common  surgical  indication:  ob- 
struction is  second.  Perirectal  disease  with  fistula 
formation,  perianal  or  recto-vaginal,  is  common. 
Acute  perforation,  toxic  dilatation,  and  hemor- 
rhage are  less  frequent  than  in  ulcerative  colitis. 
No  increased  incidence  of  malignancy  has  been 
reported.  The  incidence  of  ileitis  after  colectomy 
has  been  reported  to  be  as  high  as  50  per  cent. 
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10:50  a.m.  Surgical  and  Postoperative  Consider- 
ations in  Ulcerative  Colitis  and  Granu- 
lomatous Colitis 

ROBERT  B.  HIATT,  M.D.,  Professor  of 
Surgery,  Columbia  University  College 
of  Physicians  and  Surgeons,  Ne\w  York 
City 

The  standardization  of  therapy  for  inflammatory 
disease  of  the  intestine  that  has  occurred  in  the 
past  two  decades  has  actually  increased  our  sense 
of  therapeutic  inadequacy.  In  regional  ileitis,  for 
example,  the  over-riding  factor  is  recurrence  which 
is  probably  in  excess  of  fifty  per  cent.  This  has 
resulted  in  renewed  efforts  to  determine  etiology 
that  has  eluded  us  so  long. 

Our  new  approach  involves  the  use  of  a recently 
isolated  polypeptide  obtained  from  the  posterior 
pituitary  gland  which  has  a remarkable  regulariz- 
ing effect  on  intestinal  motor  function.  This  mate- 
rial, provisionally  called  coherin,  has  been  used  in 
seventeen  ileitis  patients  developing  recurrence 
after  surgery  with  very  encouraging  results. 

11:30  a.m.  Panel  discussion 

HENRY  L.  BOCKUS,  M.D.,  ROBERT  B. 
HIATT,  M.D„  JAMES  C.  THOMPSON, 
M.D.,  and  EUGENE  P.  SALVATI,  M.D., 
Clinical  Assistant  Professor  of  Surgery, 
Rutgers  Medical  School,  CMDNJ,  New 
Brunswick 

12  noon  Business  Meeting — Election  of  Officers 
12:30  p.m.  Visit  to  Exhibits 


Monday  Morning,  May  14 

Obstetrics  and  Gynecology 
Pediatrics 


(Cosponsored  by  the  New  Jersey  Chapter,  Ameri- 
can Academy  of  Pediatrics) 

9:30  a.m.  Symposium  on  Perinatal  Medicine 

Antepartum  Evaluation  and  Intrapar- 
tum Monitoring 

JAMES  P.  THOMPSON,  M.D.,  Attend- 
ing in  Obstetrics  and  Gynecology,  St. 
Joseph’s  Hospital,  Paterson;  and  Clin- 
ical Assistant  Professor  of  Obstetrics 
and  Gynecology,  New  Jersey  Medical 
College,  CMDNJ,  Newark 


Identification  of  the  pregnant  patient  at  risk  has 
stimulated  great  interest  in  investigation  of  the 
fetus  and  his  environment.  Methods  of  antepartum 
monitoring  of  the  pregnant  patient  include  ul- 
trasonography, measurements  of  urinary  metabo- 
lites, serial  blood  determinations,  and  assessment 
of  amniotic  fluid  for  fetal  well-being  and  maturity. 
Particular  emphasis  will  be  placed  on  the  value  of 
the  lecithin/sphingomyelin  ratio  and  a rapid  test 
for  its  determination  will  be  described.  Intrapartum 
monitoring  of  the  fetal  heart  rate,  intrauterine 
pressure  recordings,  and  fetal  scalp  sampling  will 
be  discussed.  In  addition,  methods  of  post  partum 
monitoring,  including  assessment  of  the  patient 
who  has  delivered  a stillborn  infant  and  patients 
who  have  had  hemorrhagic  complications  of  deliv- 
ery, will  also  be  presented. 


MESSAGE  CENTER 

courtesy  of 

American  Association  of 
Medical  Assistants 
State  of  New  Jersey 


COFFEE  LOUNGE 

sponsored  by 

The  Prudential  Insurance 
Company  of  America 


10:10  a.m.  Fetal  Evaluation  Prior  to  Labor — Ma- 
turity and  Well-Being 
DAVID  J.  NOCHIMSON,  M.D.,  Assist- 
ant Professor,  Department  of  Obstet- 
rics and  Gynecology,  Los  Angeles 
County/University  of  Southern  Cali- 
fornia Medical  Center,  Los  Angeles 

During  the  past  three  decades  there  has  been  a 
dramatic  decrease  (approximately  tenfold)  in  ma- 
ternal mortality.  Unfortunately,  over  the  same  peri- 
od, with  the  same  high  standards  of  medical  care, 
perinatal  mortality  has  remained  essentially 
unchanged.  It  is  the  purpose  of  this  review  to 
acquaint  the  physician  interested  in  perinatal  med- 
icine with  some  of  the  newer  methods  in  antepar- 
tum fetal  surveillance  in  order  to  detect  fetal  jeop- 
ardy and  evaluate  fetal  maturity.  Four  assays 
used  regularly  at  LAC-USC  Medical  Center  provide 
the  most  reliable  information  for  determining  an- 
tepartum (measured  daily),  fetal  response  to  the 
exytocin  challenge  test  (0()T),  ultrasound  technic 
(A,  B scan),  and  lecithin/sphingomyelin  ratio  (L/S 
ratio)  in  the  amniotic  fluid.  While  these  methods 
have  proved  to  be  valuable  in  our  hands,  the 
clinician  must  always  appreciate  their  limitations. 

10:50  a.m.  The  Effect  of  Perinatal  Transfer  of  the 
Neonate  on  Perinatal  Mortality 
WILLIAM  C.  ELLIS,  M.D.,  Professor  of 
Pediatrics,  Hahnemann  Medical  Center, 
Philadelphia;  and  Chairman,  Depart- 
ment of  Pediatrics,  Director,  Regional 
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Newborn  Center,  Monmouth  Medical 
Center,  Long  Branch 

Accepting  the  value  of  regionalized  newborn  care, 
the  obstetrical  staff  of  Hunterdon  Medical  Center 
decided  to  move  the  materno-fetal  unit  to  a regional 
center  under  the  following  criteria: 

(a)  Mortality  risk  25  per  cent  or  greater  (less  than 
33  weeks  gestation): 

(b)  mortality  risk  4 per  cent  or  greater  (less  than 
35  weeks  gestation),  with  multiple  gestation  or 
other  risk  factors  such  as  previous  neonatal 
loss; 

(c)  newborn  (if  delivery  had  to  be  accomplished  at 
referring  institutions  for  emergency  reasons) 
fits  other  criteria  for  transfer. 

Decision  to  transfer  was  left  with  the  obstetrical 
staff  at  Hunterdon  Medical  Center  but  always  in- 
volved a telepihone  consultation.  Transport  time  for 
materno-fetal  transfer  was  two  hours  or  less:  neo- 
natal transfer  time  was  five  hours.  Results  will  be 
discussed. 

11:30  a.m.  Business  Meeting — Election  of  Officers 
11:45  a.m.  Visit  to  Exhibits 


12  noon  Luncheon — New  Jersey  Chapter, 
American  Academy  of  Pediatrics 

Reservations:  William  C.  Ellis,  M.D. 

270  Third  Avenue 
Long  Branch  07740 


Monday  Morning,  May  14 

Rheumatism 

(Cosponsored  by  New  Jersey  Society  of  Physical 

Medicine  and  Rehabilitation) 

9:30  a.m.  What  is  Acupuncture — 1973? 

FRANK  Z.  WARREN,  M.D.,  Clinical  As- 
sistant Professor,  Department  of  An- 
esthesiology, New  York  University 
Medical  Center;  and  Director,  The  Na- 
tional Acupuncture  Research  Society, 
New  York  City 

Summary  not  received 

10:10  a.m.  Question  and  Answer  Period 

10:30  a.m.  Clinical  Application  of  Acupuncture 

FRANK  Z.  WARREN,  M.D.,  New  York 
City 

Summary  not  received 

11:10  a.m.  Question  and  Answer  Period 

11:30  a.m.  Business  Meeting — Election  of  Officers 

Visit  to  Exhibits 


Monday  Morning,  May  14 

Clinical  Pathology 

(Cosponsored  by  New  Jersey  Society  of  Patholo- 
gists) 

10:00  a.m.  Symposium  on  Immunologic  Tools  in 
the  Diagnosis  of  Disease 

Radioimmunoassay — CEA  (Carcinoem- 
bryonic  Antigen) 

H.  J.  HANSEN,  Ph.D.,  Head,  Cancer 
Detection  Research  Laboratory,  Hoff- 
mann-LaRoche  Laboratories,  Nutley 

Summary  not  received 

Role  of  Clinical  Immunology  in  the 
Laboratory 

DONALD  R.  TOURVILLE,  Ph.D.,  Chief, 
Immunology  and  Microbiolo^,  Saint 
Baranabas  Medical  Center,  Livingston 

Summary  not  received 

Immunoassay  and  Immunoelectro- 
phoresis Quantitating  and  Characteriz- 
ing the  Immunoglobulins 
MARVIN  H.  WINKLER,  Ph.D.,  Associate 
Professor,  Department  of  Medicine, 
Mount  Sinai  School  of  Medicine,  New 
York;  and  Associate  Attending  Immu- 
nologist, City  Hospital  Center  at  Elm- 
hurst, New  York 

It  has  long  been  known  that  certain  pathologies  are 
associated  with  abnormal  levels  of  one  or  another 
major  class  of  immunoglobulins.  More  recently 
alterations  in  the  normal  levels  of  specific  sub- 
classes have  been  correlated  with  distinct  disorders. 
Current  studies  on  “idiotypic”  and  "individual” 
determinants  as  well  as  some  newly  uncovered 
relations  between  allotypy  and  specificity  are  sug- 
gestive that  an  even  more  sophisticated  approach 
may  be  diagnostically  fruitful. 

Roundtable — Clinical  Applications  and 
Significance  of  Immunologic  Tests 

12  noon  Business  Meeting — Election  of  Officers 

12:15  p.m.  Visit  to  Exhibits 

12:30  p.m.  Luncheon-Meeting — New  Jersey  So- 
ciety of  Patholr^ists 
Reservations:  Milton  Ackerman,  M.D. 

Atlantic  City  Hospital 
Atlantic  City  08401 


Visit  The  Exhibits 

Informational 

Scientific 

Technical 
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Monday  afternoon,  May  14 

Gastroenterology  and 
Proctology 
General  Practice 
Medicine 

(Cosponsored  by  New  Jersey  Gastroenterological 
Society,  New  Jersey  Chapter,  American  Academy  of 
Family  Physicians,  and  New  Jersey  Society  of  Inter- 
nal Medicine. 


(Program  is  acceptable  for  two  (2)  Prescribed 
Hours  by  the  American  Academy  of  Family  Physi- 
cians.) 

1:00  p.m.  Colonscopy 

BENJAMIN  SCHATMAN,  M.D.,  Mill- 
burn;  Assistant  Professor  of  Surgery, 
New  Jersey  Medical  School,  CMDNJ, 
Newark:  and  Associate  Attending  Proc- 
tologist, Saint  Barnabas  Medical  Cen- 
ter, Livingston 

and 

SAMUEL  B.  LABOW,  M.D.,  Department 
of  Colon  and  Rectal  Surgery,  Saint 
Barnabas  Medical  Center,  Livingston 

Fibreoptic  colonoscopy  has  added  a new  dimen- 
sion to  the  practice  of  colon  and  rectal  surgery. 
Rapid  examination  of  the  entire  colon  by  direct 
visualization  is  possible  in  most  cases  with  no  risk 
and  minimal  discomfort.  Four  distinct  patient 
groups  have  been  benefited  by  this  procedure. 

a.  Patients  with  suspicious  areas  on  barium  ene- 
ma x-ray,  where  a definite  lesion  cannot  be  ex- 
cluded. 

b.  Patient  with  lower  gastrointestinal  bleeding 
where  no  definitive  diagnosis  is  possible  with 
barium  studies. 

c.  Follow-up  of  patients  after  resection  for  colonic 
malignancy. 

d.  Nonoperative  removal  or  benign  tumors  above 
the  level  of  the  sigmoidoscope  without  laparotomy. 


or  biopsy  of  sessile  lesions  above  twenty-five 
centimeters. 

Our  experience  with  colonoscopy,  with  clinical  ex- 
amples of  its  uses,  and  a discussion  of  polypec- 
tomy without  laparotomy  will  be  presented. 

1:40  p.m.  Anal  Rectal  Manifestations  of  Systemic 
Disease 

JEROME  SCOMA,  M.D.,  Department 
of  Colon  and  Rectal  Surgery,  Muhlen- 
berg Hospital,  Plainfield 

Every  physician  who  examines  the  anus  and  rec- 
tum should  be  aware  not  only  of  the  normal 
findings  but  also  the  abnormal  findings  he  may 
encounter.  Besides  the  usual  fissures,  fistulas,  and 
hemorrhoids  the  examiner  may  note  some  clues  to 
systemic  disease.  In  this  paper  the  anorectal 
manifestations  of  some  of  these  diseases — syphilis, 
gonorrhea,  ulcerative  colitis,  Crohn’s  disease,  dia- 
betes, actinomycosis,  and  the  various  hematologi- 
cal disorders  are  presented. 

2:20  p.m.  Use  of  Elemental  Diets  in  a Variety  of 
Inflammatory  Bowel  Disorders 
MICHAEL  ROCCHIO,  M.D.,  Rhode  Is- 
land, Hospital,  Providence 

In  patients  with  inflammatory  bowel  disease,  main- 
tenance of  adequate  caloric  intake  and  avoidance 
of  marked  catabolism  with  its  attendant  complica- 
tions has  been  facilitated  by  use  of  chemically 
defined  liquid  elemental  diets.  Twenty-four  patients 
have  been  fed  these  diets  during  hospitalization  for 
acute  exacerbation  of  inflammatory  bowel  disease. 
Nitrogen  balance  studies  (11  patients)  and  body 
composition  studies  (3  patients)  have  confirmed 
clinical  observation  of  a marked  anabolic  response 
followed  by  clinical  improvement  with  elemental 
diets  despite  extensive  gastrointestinal  disease. 

The  ability  to  maintain  positive  nitrogen  balance 
with  enteral  nutrition,  despite  acute  exacerbation, 
is  a significant  contribution  to  the  treatment  of 
patients  with  inflammatory  bowel  disease,  obviat- 
ing surgery  in  some,  and  significantly  reducing  the 
operative  risk  in  others. 

3:00  p.m.  Business  Meeting — Election  of  Officers 
3:15  p.m.  Visit  to  Exhibits 


Exhibit  HaU  Hours 

Saturday — noon  to  5 p.m 
Sunday  and  Monday — 9 a.m.  to  5 p.m. 
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Monday  afternoon,  May  14 


Obstetrics  and  Gynecology 

Radiology 

Urology 


(Cosponsored  by  the  New  Jersey  Chapter  Ameri- 
can College  of  Radiology) 


1:00  p.m.  Pelvic  Venography,  Technic,  Findings, 
and  Complications 

PHILIP  W.  SILVERBERG,  M.D.,  Depart- 
ment of  Radiology,  Saint  Michael's 
Medical  Center,  Newark 


More  than  twenty  patients  were  referred  for  pelvic 
venography  because  of  a suspicion  of  ovarian 
vein  syndrome,  pelvic  congestion  syndrome,  ovarian 
vein  thrombosis,  questionable  extrauterine  preg- 
nancy, or  pulmonary  emboli  secondary  to  ovarian 
vein  thrombosis. 


Discussion  will  include  normal  anatomy,  pelvic 
congestion,  previous  oophorectomy  with  ligation 
of  both  ovarian  veins,  the  ovarian  vein  syndrome, 
with  both  methods  of  injection,  (direct  myometrial 
injection  with  Teflon-sleeved  needle  and  ovarian 
vein  catheterization  as  in  the  Seldinger  technic) 
pre-  and  post-surgical  studies,  and  ovarian  vein 
thrombosis  secondary  to  tuberculous  endometritis. 
Ektachrome  transparencies  of  the  surgical  findings 
will  be  included.  History  of  the  study,  the  physi- 
ology, the  indications,  and  the  complications  will 
be  presented. 


1:30  p.m.  Use  of  Ultrasound  in  Obstetric  and 
Gynecologic  Diagnosis 
J.  STAUFFER  LEHMAN,  M.D.,  Emeri- 
tus Professor  of  Radiology,  Hahne- 
mann Medical  College,  Philadelphia; 


and  Senior  Associate,  Department  of 
Radiology,  Shore  Memorial  Hospital, 
Somers  Point 

The  application  of  diagnostic  ultrasound  in  obstet- 
rics and  gynecology  will  be  discussed  and  illus- 
trated. Particular  emphasis  will  be  placed  upon 
sonic  diagnosis  of  the  blighted  ovum,  placenta 
praevia,  hydatid  mole,  ectopic  pregnancy,  hydram- 
nios,  hydrocephalus,  anencephalus,  and  fetal 
death.  The  role  of  ultrasound  in  determination  of 
fetal  maturation  will  be  considered.  The  ultrasonic 
display  of  uterine  masses,  and  of  ovarian  tumors 
and  cysts,  will  be  presented.  The  ease  and  safety 
of  this  non-invasive  method  of  two  and  three  di- 
mensional imaging  of  many  obstetrical  and  gyne- 
cological conditions  will  be  emphasized. 

2:00  p.m.  Radiologic  Diagnosis  of  Urologic  In- 
juries Associated  with  Gynecologic  Sur- 
gery 

ALBERT  J.  SALZMAN,  M.D.,  Director 
of  Radiology,  Atlantic  City  Hospital, 
Atlantic  City 

Review  of  case  material  over  the  last  five  years  at 
the  Atlantic  City  Hospital  will  be  presented  with 
specific  reference  to  radiologic  diagnosis  of  compli- 
cations of  gynecologic  surgery.  Illustrative  exam- 
ples of  ureteral  obstruction,  ureterovesical  and 
vesico-vaginal  fistulae  will  be  demonstrated.  The 
use  of  various  radiologic  procedures  including  urog- 
raphy, cystography,  and  vaginography  will  be  pre- 
sented. 

2:30  p.m.  Diagnosis  and  Management  of  Ureteral 
Injuries  Associated  with  Gynecologic 
Surgery 

ANTHONY  DEL  GAIZO,  M.D.,  Assistant 
Attending  in  Urology,  St.  Joseph's 
Hospital,  Paterson;  and  Clinical  Instruc- 
tor in  Urology,  New  Jersey  Medical 
School,  CMDNJ,  Newark 

Summary  not  received 

3:00  p.m.  Business  Meeting — Election  of  Officers 
(Radiology  and  Urology) 

3:15  p.m.  Visit  to  Exhibits 


DINNER-DANCE 

RECEPTION 

Monday,  May  14,  1973 

Saturday,  May  12,  1973 

Guest  Speaker 

Cocktails-Buffet 

Dancing 

Dancing 

(Tickets  at  Registration  Desk) 

(Tickets  at  Registration  Desk) 

VOL.  70-NUMBER  4-APRIL,  1973 


291 


Monday  afternoon,  May  14 

Otolaryngology 

Plastic  and  Reconstructive 

Surgery 


(Cosponsored  by  New  Jersey  Academy  of  Ophthal- 
mology and  Otolaryngology  and  New  Jersey  Soci- 
ety of  Plastic  and  Reconstructive  Surgeons) 

1:00  p.m.  Plastic  Repair  of  Nasal  Defects  in  the 
Treatment  of  Trauma  and  Neoplastic 
Disease 

MICHAEL  LEWIN,  M.D.,  Professor  of 
Plastic  Surgery,  Albert  Einstein  Col- 
lege of  Medicine;  and  Chief,  Plastic 
Surgery  Division,  Montefiore  Hospital 
and  Medical  Center,  New  York  City 

Trauma  and  ablative  surgery  of  cutaneous  malig- 
nancies result  in  tegumental  defects  of  various 
size,  character,  and  severity  of  the  external  nasal 
surface  and/or  lining.  The  damage  to  the  support- 
ing tissue  leads  to  contour  deformities  and  nasal 
obstruction. 

This  paper  deals  with  the  choice  of  procedures 
available  to  a plastic  surgeon  in  the  reconstruction 
of  these  deformities.  Flaps  from  contiguous  areas 
or  even  from  distant  sites  are  indicated  only  when 
resurfacing  with  free  skin  grafts  (split,  full  thick- 
ness, or  composite)  is  not  adequate  to  obtain  a 
durable  and  good  cosmetic  result. 

Septal  auricular  cartilage  or  bone  is  preferable  to 
silastic  or  acrylic  allografts. 


1:20  p.m.  Aesthetic  Rhinoplasty 

GEORGE  C.  PECK,  M.D.,  Associate 
Professor  of  Plastic  Surgery,  Temple 
University  School  of  Medicine,  Phila- 
delphia 

The  aim  of  the  aesthetic  surgeon  is  to  produce  a 
nose  that  is  anatomically  normal  and  aesthetically 
pleasing.  This  paper  describes  a technic  that  will 
produce  these  results.  Pre-  and  post-operative  pho- 
tographs taken  over  the  past  fourteen  (14)  years 
will  be  shown. 

1:40  p.m.  Functional  Nasal  Surgery 

MARK  LEVEY,  M.D.,  Otolaryngologist, 
Saint  Barnabas  Medical  Center,  Living- 
ston 

The  physiology  of  the  nose,  which  is  an  integral 
part  of  successful  rhinologic  surgery,  is  frequently 
overlooked  in  discussions  related  to  respiratory 
function  and  pathoiogy.,  There  is  increasing 
evidence  that  upper  airway  obstruction  has  definite 
influence  upon  pulmonary  function. 

A thorough  familiarity  with  nasal  physiology,  and 
its  relationship  to  altered  anatomy,  is  essential  if 
the  r'hinologic  surgeon  is  to  reconstruct  the  septum 
and  nasal  pyramid.  He  must  have  knowledge  of 
surgical  procedures  that  will  counteract  the  patho- 
logic alterations,  reverse  the  deformities,  and  ob- 
tain a physiologic  functioning  nose., 

2:00  p.m.  Upper  Respiratory  Tract  Physiology 
and  Its  Effect  on  the  Lower  Tract 

(Speaker  to  be  announced) 

2:20  p.m.  Discussion 

3:00  p.m.  Business  Meeting — Election  of  Officers 

3:15  p.m.  Visit  to  Exhibits 


VISIT  THE  EXHIBITS 
A THREE-WAY  TREAT 

One  of  the  colorful  aspects  of  our  convention  is  the  interesting  array 
of  exhibits.  This  year,  as  usual,  we  have  three  classes — 

Informational  — Scientific  — Technical 

The  exhibits  help  to  (defray  the  cost  of  your  Annual  Meeting.  Take 
time  to  visit  each  booth.  There  is  a wealth  of  new  information  avail- 
able. Representatives  will  be  present  to  answer  your  questions. 


202 


THE  JOURN.AL  OF  THE  MEDIC.AL  SOCIETY  OF  NEW  JERSEY 


1973  ..^nnuai  Ififjeetingr 

INFORMATIONAL  EXHIBITS 

Saturday,  May  12 — 12  noon  to  5 p.m. 

Sunday,  May  13 — 9 a.m.  to  5 p.m. 

Monday,  May  14 — 9 a.m.  to  5 p.m. 


Academy  of  Medicine  of  New  Jersey  1-200 

Bloomfield,  Leo  H.  Siegel,  M.D.  President 

The  exhibit  will  outline  the  activities  of  the  Acade- 
my of  Medicine  in  providing  continuing  education 
programs  for  the  physicians  of  New  Jersey  during 
the  past  year. 

Alcoholism  Control  Program  1-213 

New  Jersey  State  Department  of  Health,  Trenton 

Basic  theme  of  the  exhibit  is:  What  can  you,  as  a 
private  physician,  do  if  someone  approaches  you 
with  an  alcohol  problem?  Printed  material,  de- 
veloped especially  for  physicians  by  the  AMA  and 
the  National  Council  on  Alcoholism,  will  be  dis- 
tributed to  those  visiting  our  booth.  Also  available 
will  be  a list  of  referral  and  treatment  sources  for 
alcoholics  in  New  Jersey. 

American  Trauma  Society  1-214 

Chester,  Pennsylvania 

This  is  a tax-exempt,  volunteer  health  organization 
working  to  save  lives  and  reduce  disabilities  from 
accidents  through  a program  of  education,  training, 
research,  and  development  of  better  emergency 
services. 

Children’s  Seashore  House  1-204 

Atlantic  City 

Children’s  Seashore  House  is  dedicated  to  short 
term,  intensive  rehabilitation  of  children  with 
physical  handicaps  and  chronic  illness.  It  is  the 
oldest  institution  of  this  kind  in  the  United  States 
(1873).  We  emphasize  the  total  approach  to  the 
child,  his  or  her  family,  and  environment.  Toward 
this  end  we  have,  as  part  of  our  team,  physicians, 
consultants,  nursing-child  care,  play  therapists, 
school  teachers,  speech,  physical  and  occupational 
therapists,  clinical  psychologists,  and  psychiatrists. 
Details  will  be  shown  in  our  exhibit  slide  presenta- 
tion at  the  booth. 

College  of  Medicine  and  Dentistry  1-209 
of  New  Jersey,  Newark 

Purpose  of  this  exhibit  is  to  inform  interested  per- 
sons about  the  College  and  its  programs,  admis- 
sions, research,  curricula,  and  so  on.  The  booth 
will  be  attended  during  prime  hours  by  members  of 
the  faculty  of  the  College’s  four  schools. 

Emergency  Medical  Services  1-211 

New  Jersey  State  Department  of  Health,  Trenton 

Information  will  be  available  on  the  State- 
Accredited,  71-hour  Emergency  Medical  Technician 
Training  Program. 

JEMPAC-AMPAC  1*210 

Jersey  Medical  Political  Action  Committee-American 
Medical  Political  Action  Committee 


JEMPAC-AMPAC  utilizes  the  bipartisan  approach 
to  educating  the  physician  as  to  his  proper  and 
potential  role  on  the  political  scene. 

Medical  and  Legal  Role  in  the  1-202 

Drug  Abuse  Problem 

Division  of  Narcotic  and  Drug  Abuse  Control,  New  Jersey 
State  Department  of  Health;  and  MSNJ’s  Committee  on 
Drug  Abuse,  Trenton 

The  exhibit  will  explain  the  medical  and  legal  role 
of  the  physician  in  dealing  with  the  drug  abuse 
problem. 

Morris  Hall  Health  and  1-207 

Rehabilitation  Center 

Lawrenceville 

Morris  Hall  Health  and  Rehabilitation  Center  is  a 
209-bed  Special  Hospital  for  Rehabilitation  and 
Post-Hospital  Extended  Care.  It  is  located  on 
Route  206  in  Lawrenceville,  New  Jersey,  between 
Trenton  and  Princeton.  The  exhibit  shows  pictures 
illustrating  facilities  and  has  available  a brochure 
for  distribution  explaining  the  Center  in  detail. 

New  Jersey  Community  Study  1-215 

on  Pesticides 

New  Jersey  State  Department  of  Health,  Trenton 

A continuing  study  is  displayed  of  the  possible 
long-term  effects  of  pesticides  on  human  health. 
Acute  poisonings  are  also  studied  insofar  as  clues 
may  be  provided  for  further  study.  There  is  a need 
to  determine  the  effects  of  single  and  mixed  pesti- 
cide intakes,  for  effects  of  potentiation  or  antagon- 
ism. 

Occupational  groups  exposed  to  pesticides  are  un- 
der study,  and  some  are  found  to  be  under  greater 
health  risk.  The  project  will  undertake  a broader 
health  survey  in  this  area,  in  order  to  provide 
morbidity  statistics  related  to  pesticides. 

Printed  material  of  interest  to  physicians,  giving 
diagnostic  and  therapeutic  information,  will  be 
available. 

New  Jersey  Home  Health  205 

Agency  Assembly 

Red  Bank 

Displays  will  describe  services  provided  by  a com- 
munity and  hospital-based  Home  Health  Agency. 

New  Jersey  Medicaid  1-212 

Division  of  Medicai  Assistance  and  Health  Services,  De- 
partment of  Institutions  and  Agencies,  Trenton 

Here  is  a three-panel  exhibit,  illustrating  the  New 
Jersey  Medical  Assistance  Program,  and  providing 
facts  and  figures  in  graphic  form  regarding  the 
specific  area  of  physician  participation  throughout 
the  State. 
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The  Pediatric  Nurse  Practitioner  208 

College  of  Nursing,  Rutgers  University,  New  Brunswick; 
and  College  of  Medicine  and  Dentistry  of  New  Jersey  at 
Newark 

Purpose  of  the  exhibit  is  to  describe  a program  to 
educate  registered  nurses  as  PNPs,  to  function  in 
an  expanded  role  to  provide  health  services  for 
infants  and  children  in  collaboration  with  physi- 
cians. 

The  exhibit  will  show  the  background  of  the  PNP 
concept,  the  curriculum,  the  functions  of  the  PNP 
in  child  care  and  the  kinds  of  services  provided  by 
PNP's  in  child  health  settings.  The  conclusion  is 
that  the  Pediatric  Nurse  Practitioner  can  make  a 
real  contribution  to  the  care  of  children  and  their 
families. 

Society  for  the  Relief  of  Widows  201 

and  Orphans  of  Medical  Men 

Bellevillft 

The  Widows  and  Orphans  Society  is  a non-profit, 
voluntary,  “helping-hand”  organization  founded 
and  operated  by  New  Jersey  physicians  to  provide 
immediate  financial  assistance  to  families  of  de- 


ceased members.  There  are  1,500  members.  The 
Society’s  annual  meeting  will  be  held  during  the 
MSNJ  convention. 

Visiting  Homemaker-Home  Health  1*203 
Aide  Service  of  New  Jersey 

Trenton 

The  Visiting  Homemaker-Home  Health  Aide  Service 
is  a local  non-profit  agency  sponsored  by  the  New 
Jersey  State  Department  of  Health  as  a community 
health  agency.  Each  agency  is  a member  of  the 
Visiting  Homemaker  Association  of  New  Jersey, 
Inc.,  with  headquarters  in  the  Department  of 
Health,  Trenton.  There  are  presently  24  such  agen- 
cies serving  the  state  of  New  Jersey.  Literature 
explaining  the  services  of  the  agencies  will  be 
available. 

Water  Pollution  1-206 

Essex  County  Medical  Society  Water  Pollution  Committee, 
East  Orange 

Through  mixed  media  the  exhibit  will  discuss  water 
pollution  as  it  affects  Jersey  shores  and  inland 
water  bodies  and  how  man  is  responsible  for  the 
current  situation. 
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SCIENTIFIC  EXHIBITS 

Saturday,  May  12 — 12  noon  to  5 p.m. 
Sunday,  May  13 — 9 a.m.  to  5 p.m. 
Monday,  May  14 — 9 a.m.  to  5 p.m. 


CMDNJ-Rutgers  Medical  School  S-112 

W.  Hoyt  Oliver,  Ph.D.,  Community  Health  Education, 
CMDNJ-Rutgers  Medical  School,  Piscataway 

Purpose  of  this  exhibit  is  to  focus  on  the  impor- 
tance of  education  in  dealing  with  patients,  staff, 
and  community  groups.  Illustrated  is  a program 
involving  certain  hospitals  working  with  Rutgers 
Medical  School,  Department  of  Community  Medi- 
cine to  develop  planned,  coordinated  educational 
programs  for  patients,  staff,  and  community.  The 
viewer  should  conclude  that  this  activity  is  needed 
and  that  more  hospitals  should  be  involved. 

Closed  Circuit  Television  S-103 

for  the  Partially  Sighted 

Gerald  Fonda,  M.D.  and  Henry  Thomas,  M.S.,  Saint  Bar- 
nabas Medical  Center,  Livingston 

Closed  Circuit  Television,  for  use  by  the  partially 
sighted,  consisting  of  23  inch  monitor,  camera, 
and  zoom  lens,  will  be  demonstrated. 

A Community  Hospital’s  Approach  S-107 

to  Computer  Image  Enhancement 

David  I.  Kingsley,  M.D.,  Franklin  D.  Wald,  M D,  Leopold  S, 
Kaplan,  M.D.  and  Richard  S.  Pollack,  M.S.,  John  F.  Ken- 
nedy Community  Hospital,  Edison 

Use  of  a small,  hard  wired  computer  is  explored  at 
a community  hospital.  The  4096  channel  analyzer 
is  interfaced  with  a scintillation  camera.  Images 


from  the  scintillation  camera  are  digitized  and 
stored  in  the  memory  matrix.  They  are  manipu- 
lated by  front-end  controls  and  the  degree  of  data 
manipulation  is  controlled  by  the  operator.  Its  ca- 
pabilities include  contrast  enhancement,  lower 
level  and  upper  level  subtraction,  algebraic  data 
subtraction,  and  addition  and  quantification  of  ar- 
eas of  interests.  A light  pen  may  be  used  to 
analyze  specific  irregular  areas.  Over  the  past  year 
the  computer  has  been  used  in  subtraction  of  the 
liver  image  in  pancreatic  scanning,  enhancement 
of  placental  scintiphotos,  and  quantitative  analysis 
of  specific  image  areas.  Results  are  presented. 

The  instrument  will  be  demonstrated  as  to  both  its 
capabilities  and  simplicity  of  operation.  We  have 
been  able  to  obtain  more  information  and  data  of 
improved  d agnostic  quality  than  was  obtainable 
with  the  scintillat  on  camera  alone.  The  expense  is 
less  than  that  of  a conventional  programmable 
computer. 

Electron  Micrographic  Montages  S-108 

Grace  C.  H,  Yang  M.S.,  CMDNJ-Rutgers  Medical  School, 
Piscataway.  . 

The  exhibit  displays:  (1)  a whole  glomerulus  from 
a patient  with  lupus  nephritis,  (2)  islet  of  Langer- 
hans  from  head  of  pancreas  following  partial  pan- 
createctomy, (3)  epidermolysis  bullosa  simplex,  (4) 
normal  pancreas  removed  surgically,  and  (5)  rat 
papilla — effect  of  aspirin  and  phenacetin. 
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Hereditary  Retinal  Diseases  S-109 

Gaorge  M.  Stephens.  M.D.,  Alfonse  Cinotti,  M.D.,  Joseph 
Patti,  M.O.  and  Geraldine  Kiebel,  Ph.D.,  College  of  Medi- 
cine and  Dentistry  at  Newark;  and  Veterans  Administra- 
tion Hospital,  East  Orange 

Purpose  of  this  exhibit  is  to  demonstrate  a variety 
of  retinal  hereditary  diseases  and  to  show  that  at 
the  present  time,  using  modern  diagnostic 
procedures,  some  can  be  prevented  and  others  can 
be  treated  to  slow  the  progress  of  the  disease. 

Mass  Screening  for  Colo-Rectal  Cancer  S-114 

James  B.  Hastings,  M.D.,  Cancer  Committee,  Mercer  County 
Medical  Society,  Princeton 

An  innovative  screening  program  for  detection  of 
colo-rectal  cancer  was  conducted  in  a county  of 
300,000.  In  a single  day  3,447  people  appeared 
in  15  centers  for  a rectal  exam  and  received  a kit 
with  dietary  instructions  and  three  guaiac  test 
slides.  Of  the  2,631  who  returned  their  slides,  159 
showed  a positive  test  for  blood  in  at  least  one 
of  three  slides.  Among  these  159  people  five 
cancers  were  discovered  and  treated,  all  asympto- 
matic, all  operable,  andi  three  considered  cured. 

Medicine  and  Dentistry  for  the 
Handicapped  S-113 

Louis  Pirone,  M.S.,  Jacyntho  DaSilva,  M.D.,  Cleo  Palmer, 
D.D.S.  and  Robert  J.  Fischer,  D.D.S.,  Woodbridge  State 
School,  Woodbridge;  and  New  Jersey  State  Department  of 
Institutions  and  Agencies,  Trenton. 

Through  television  tape,  photographs,  and  litera- 
ture, the  medical-dental  care  of  the  handicapped 
within  the  Department  of  Institutions  and  Agencies 
will  be  demonstrated.  Emphasis  is  on  the  medical 
preoperative,  operative,  and  postoperative  consid- 
erations of  the  physically  and  neurologically  im- 
paired patient.  Personnel  will  be  available  for  dis- 
cussion. 

Modes  of  Presentation  of  S-104 

Cystic  Fibrosis 

Harold  Grotsky,  M.D.,  Newark  Beth  Israel  Medical  Center 

Purpose  of  this  display  is  to  acquaint  physicians 
with  the  more  unusual  ways  in  which  symptoms  of 
cystic  fibrosis  are  exhibited.  This  will  be  accom- 
plished by  the  use  of  pictures,  displays,  and  text. 

The  Multidisciplinary  Approach  S-102 

to  the  Treatment  of  Cancer 

Frederick  B.  Cohen,  M.D.,  Alan  J.  Lippmann,  M.D.,  and  Jack 
S.  York,  M.D.,  Newark  Beth  Israel  Medical  Center 

Here  is  a graphic  and  schematic  presentation  of 
the  multidisciplinary  approach  to  the  treatment  of 
cancer,  emphasizing  the  interaction  of  the  medical, 
surgical,  and  radiologic  specialties.  As  an  example, 
the  course  of  a patient  with  breast  cancer  will 
be  followed.  Both  visual  and  audio  technics  will  be 
used.  Also,  an  outline  of  a hospital  tumor  board 
conference  will  be  demonstrated. 

Parotid  Tumors  S-106 

Myron  J.  Shapiro,  M.D.,  United  Hospitals  Medical  Center, 
Newark 

Here  shown  is  a three-panel  exhibit  describing  the 
various  types  of  tumors  which  affect  the  parotid 
gland.  Diagnosis,  treatment,  and  prognosis  will  be 
discussed  and  illustrated  using  the  experiences  of 
the  Black-Sevenson  Clinic  and  patients  in  private 
practice. 


Prevention  of  Late  Sudden  Death  S-110 
in  Myocardial  Infarction 

James  J Coyne.  M.D.,  James  A.  Hogan.  M.D.,  William  A. 
Leff,  M.D.  and  Harvey  E.  Nussbaum,  M.D.,  Saint  Barnabas 
Medical  Center,  Livingston 

The  national  reduction  of  mortality  in  myocardial 
infaction  through  continuous  electrocardiographic 
monitoring  has  been  well  documented.  Late  sud- 
den death,  however,  after  discharge  from  the 
Cardiac  Intensive  Care  Unit,  continues  to  range 
somewhere  between  7 and  32  per  cent.  This  ex- 
hibit demonstrates  the  elimination  of  late  sudden 
death  in  myocardial  infarction  through  the  benefit 
of  continuous  in-hospital  electrocardiographic  mon- 
itoring, utilizing  a CICU  (12  monitor  beds)  and  an 
intermediate  CICU  (46  monitor  beds). 


Strep  Disease  Control  Program  S-105 

CMDNJ-Rutgers  Medical  School,  Piscataway 

Purpose  of  the  exhibit  is  to  inform  physicians  and 
school  nurses  about  a simple  and  inexpensive 
school-centered  streptococcal  disease  prevention 
and  control  technic — ^from  throat  culture  to  plating 
the  specimen  to  reading  specimen  24  hours  later — 
all  done  in  school  nurse’s  office. 

School  nurses  are  capable,  with  proper  training,  to 
effect  streptococcal  disease  prevention  and  con- 
trol, utilizing  throat  cultures,  urine  compliance 
tests,  and  tracing  of  contacts.  All  detected  strepto- 
coccal infections  are  referred  for  treatment  to  the 
family  physician. 

Toward  the  Better  Control  S-111 

of  Breast  Cancer 

John  F.  W.  King.  M.D.,  American  Cancer  Society.  New 
Jersey  Division,  Inc.,  Union 

Here  will  be  pointed  out  to  the  general  practitioner 
and  the  specialist  the  unchanging  survival  rate 
from  breast  cancer,  and  the  need  for  earlier  diag- 
nosis as  the  only  method  presently  available  to 
reduce  mortality  from  this  disease.  Mammography 
and  thermography,  as  means  to  accomplish  earlier 
diagnosis,  is  emphasized  as  the  ideal  breast  cancer 
detection  program. 

Xeroradiographic  Determination  of  S-101 
Pre-  and  Post-Operative  Chamley 
Low-Friction  Total  Hip  Replacement 

William  E.  Mattey,  M.D.  and  Saul  I.  Firtel,  M.D.,  Saint 
Barnabas  Medical  Center,  Livingston 

Illustrated  here  are  the  indications  and  post- 
operative complications  of  Charnley  low-friction  to- 
tal hip  replacement,  by  means  of  xeroradiography 
and  conventional  radiography.  A comparative  an- 
alysis of  both  radiographic  technics  is  presented. 


Scientific  Sections 

Attend  the  scientific  section 
of  your  choice. 

See  pages  282-292  for  complete 
programs. 
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TECHNICAL  EXHIBITS 


Saturday,  May  12 

Sunday  and  Monday,  May  13  and  14 


12  noon  to  5 p.m. 
9 a.m.  to  5 p.m. 


In  Appreciation 

The  Medical  Society  of  New  Jersey  is  pleased  to  recognize,  through  their  generous  contributions,  the 
following  official  patrons  of  the  educational  programs  presented  through  the  scientific  sessions; 


Geigy  Pharmaceutical 
Mead  Johnson  Laboratories 
Upjohn  Company 


Johnson  and  Johnson  Knoll  Pharmaceuticals  Company 
Reed  and  Carnick  A.  H.  Robins  Company 

Winthrop  Laboratories 


A.D.T.  #29 

Information  will  be  available  on  residential  burglar 
and  fire  alarm  systems. 

American  Association  of  Message 

Medical  Assistants  Center 

State  of  New  Jersey 

Informational  brochures  describing  the  aims  and 
purposes  of  AAMA,  its  educational  opportunities, 
and  its  certification  program  will  be  available  for 
distribution.  Messages  for  doctors  in  attendance 
at  the  meeting  will  be  relayed  through  this  booth. 

Ames  Company,  Division  Miles 
Laboratories,  Inc.  #5 

Ames  Company  will  exhibit  and  discuss  biological 
and  chemical  information  systems  for  use  in  the 
physician's  office  laboratory. 


Armour  Pharmaceutical  Company  #1 

You  are  invited  to  visit  the  Armour  Pharmaceutical 
Company  booth  where  Thyrolar®  (Sodium  Lithyro- 
nine,  T3,  and  Sodium  Levothyroxine,  T4)  and  Nico- 
bid®  (Niacin),  are  the  featured  products.  The  latest 
product  information  is  available  at  the  booth  upon 
request. 


Astra  Pharmaceutical  Products,  Inc.  #7 

Information  and  descriptive  literature  pertaining  to 
Xylocaine®  (Mdocaine),  Citanest®  (prilocaine),  lo- 
cal and  topical  anesthetics,  Jectofer®  (iron  sor- 
bitex)  intramuscular  iron,  and  Xylocaine®  HCI  for 
intravenous  use  in  the  treatment  of  cardiac  ar- 
rhythmias will  be  available. 


Automated  Medical  Laboratories,  Inc.  #26 

Clinical  diagnostic  and  pathology  laboratory  tests 
and  services  will  be  presented. 


Ayerst  Laboratories  #39  & #40 

Ayerst  Laboratories  is  pleased  to  offer  you  (or  a 
member  of  your  family,  with  your  permission)  a 
complimentary  Cholesterol/Triglyceride  determina- 
tion. For  an  accurate  determination,  blood  should 
be  drawn  after  a 12-14  hour  fast.  We  would  like  to 
remind  you  not  to  partake  of  food  or  drink  after 
dinner  the  evening  before  the  morning  that  you 
plan  to  have  your  personal  Cholesterol/Triglyceride 
determination  blood  sample  taken. 

Bache  and  Company,  Inc.  #37 

Founded  in  1879,  Bache  and  Company  is  the 
second  largest  brokerage  firm  in  the  United  States. 
As  a member  of  the  New  York  Stock  Exchange,  the 
American  Stock  Exchange,  and  other  leading  stock 
and  commodity  exchanges,  Bache  offers  its  clients 
the  broadest  possible  range  of  investment  service 
and  guidance.  The  following  are  some  of  the  prod- 
ucts and  services  available  through  our  worldwide 
facilities:  Block  Distributions,  Block  Trading,  Com- 
modity Futures,  Common  and  Preferred  Stocks, 
Corporate  and  Convertible  Bonds,  Corporate  Financ- 
ing, Foreign  Securities,  Government  and  Agency 
Bonds,  Institutional  Bonds,  Investment  Supervi- 
sion, Mergers  and  Acquisitions,  Monthly  Invest- 
ment Plans,  Mortgage-Backed  Securities,  Municipal 
Bonds,  Mutual  Funds  and  Programs,  Over-the- 
Counter  Securities,  Payroll  Deduction  Plans,  Pen- 
sion and  Welfare  Plans,  Portfolio  Analysis,  Put  and 
Call  Options,  Research,  Tax-Sheltered  Investments, 
Technical  Market  Analysis,  and  Underwritings  and 
Private  Placements. 

E.  & W.  Blanksteen  Agency,  Inc.  #11  & #12 

E.  & W.  Blanksteen  Agency,  Inc.  are  official  brokers 
for  The  Medical  Society  of  New  Jersey  for  Accident 
and  Health,  Major  Expense,  High  Limit  Accident, 
Term  Life  Insurance,  Hospital-Money,  the  new 
Overhead  Expense  Plan,  EPIC  Auto  Insurance,  HR- 
10  Keogh  Retirement  Plan,  and  Corporate  Master 
Retirement  Plan. 

All  these  programs  provide  exceptional  value  for 
the  members  because  of  the  group  purchasing 
power  of  the  State  Society. 
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Joseph  A.  Britton  Agency  #10 

This  is  the  agency  which  provides  officially  en- 
dorsed professional  liability  insurance  (all  forms). 


Communications  Design,  Inc.  #34 

Telephone  and  intercom  equipment  for  the  physi- 
cian’s use  will  be  on  display. 

Dow  Diagnostics — ^The  Dow  Chemical 
Company  #13 

Representatives  will  be  available  to  discuss  the 
chemistries  and  equipment  offered  by  Dow  Diag- 
nostics. 


Elmed  Inc.  #49 

Modern  electro-surgical  units  for  office,  clinic,  and 
operating  room;  micro  forceps;  and  specialty  instru- 
ments will  be  on  display. 


Group  Health  Inc.  #9 

Representatives  will  be  available  to  answer  your 
questions  and  distribute  literature  offered  by  Group 
Health,  Incorporation. 


Health  Management  Systems,  Inc.  #25 

Presented  will  be  the  T.I.M.E..  System  (Technics  To 
Improve  Management  Efficiency) — a new  discipline 
of  integrated  educational  technics  and  practical 
business  products  designedi  to  increase  medical 
office  productivity.  Objective  is  to  enable  the 
physician  to  delegate  procedures  to  qualified  medi- 
cal assistants  and  devote  more  time  to  the  practice 
of  medicine. 


Hoechst  Pharmaceuticals,  Inc.  #36 

Representatives  at  Hoechst  booth  will  be  happy  to 
discuss  their  products  with  particular  application 
to  the  physician’s  individual  practice.  Feature  is 
Lasix®  (furosemide),  Surfak®,  and  Doxidan®. 

Hospital  Book  Service,  Inc.  #48 

As  a direct  and  personalized  service  to  the  medical 
profession.  Hospital  Book  Service,  Inc.,  offers  medi- 
cal books  from  four  major  publishers— -Apppleton- 
Century-Crofts,  Gruno  and  Stratton,  Little,  Brown 
and  Company,  and  Williams  and  Wilkins.  Our  sales 
representative  will  place  the  order;  the  book(s)  are 
sent  directly  from  the  publisher  and  billing  to  the 
customer  is  made  within  30  days. 

Lakeside  Laboratories,  Inc.  #19 

Lakeside  Laboratories’  exhibit  will  feature  Cantil®, 
Imferon®,  Ircon®,  Ircon-FA®,  Mercuhydrin®,  Meta- 
hydrin®, Metatensin®,  Norpramin®,  Triclos®,  and 
the  Learning  Systems  on  Depression  and  Iron. 

David  and  Charles  Levinson 

Medical  Specialties  #31 

On  display  will  be  the  following  Medco  Products: 
Medco  Dublett,  dual  ultrasound  is  presented  with 


palm  fitted  transducers.  Trigger  points  and  symp- 
tom areas  are  treated  with  two  sound  heads. 


Medco-Sonlator  Twin.  Here  is  a diagnostic  and 
therapeutic  instrument,  combining  synchronized 
and  pulsed  ultrasound  with  smooth  Medcolator 
current  in  continuous,  pulse  and  surge  settings. 

Medcotherm  offers  a combination  of  neuromuscu- 
lar stimulation  and  moist  heat  thermostatically 
controlled  and  blended  with  reciprocating  and  surg- 
ing settings. 

Medcolator,  Models  K and  G,  with  straight  or  inter- 
rupted galvanic  currents,  are  displayed. 

Martin  Short  Wave  therapy  provides  automatic 
tuning  and  deep  penetration. 


Eli  Lilly  and  Company  #14 

You  are  cordially  invited  to  visit  the  Lilly  exhibit. 
Our  sales  representatives  will  welcome  your  ques- 
tions about  our  pharmaceutical  products. 


Marion  Laboratories,  Inc.  #8 

Representatives  will  be  available  to  answer  your 
questions  about  the  various  ethical  pharmaceuticals 
offered  by  Marion  Laboratories. 


Medical  Plastics  Laboratory,  Inc.  #20 

Life-sized,  three  dimensional  reproductions  pro- 
duced by  Medical  Plastics  Laboratory  have  proved 
to  be  among  the  finest  practice  aids  ever  offered  to 
the  medical,  dental,  legal,  and  teaching  profes- 
sions. 

Doctors  use  them  to  save  time  in  explanations  of 
treatment  and  therapy,  aiding  the  patients  to  un- 
derstand problems  involved. 

Medical  Plastics  Laboratory  is  the  only  company 
in  the  world  today  that  molds  skeletal  reproduc- 
tions from  the  actual  bone.  Insuring  the  faithful 
duplication  of  each  bone. 


Medical-Surgical  Plan  of  New  Jersey  #17 

Blue  Shield  welcomes  this  opportunity  to  discuss 
with  New  Jersey  physicians  recent  changes  in  fee 
schedules  and  benefits.  Blue  Shield  is  ever  mindful 
that  its  participating  physicians  have  made  the 
Medical-Surgical  Plan  possible,  and  will  welcome 
discussions  concerning  these  or  other  Plan  mat- 
ters. 


New  Jersey  Bell  Telephone  #23&#24 

Company 

Telephone  services  and  equipment  available  for  the 
medical  field  will  be  illustrated  and  explained  at 
this  booth. 
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Organon  Inc.  #32 

Featured  here  will  be  Durabolin®  and  Hexadrol®. 
Representatives  will  be  available  to  answer  your 
questions. 


Ortho  Pharmaceuticals  #15 

Ortho  Pharmaceuticals  is  proud  to  present  its  com- 
plete line  of  medically  accepted  products  for  the 
control  of  conception.  Also  on  display  will  be  our 
well-known  products  for  the  treatment  of  various 
forms  of  vaginitis.  Your  questions  are  welcome. 


Parke,  Davis  and  Company  #28 

Representatives  will  discuss  selected  pharmaceuti- 
cal products  at  the  Parke-Davis  booth. 


PRO  Fund,  Inc.  #2 

Representatives  will  be  present  to  discuss  the 
Keogh  Programs,  Professional  Corporations,  and 
mutual  funds  available. 


Prudential  Insurance  Company  Coffee 
of  America  Lounge 

Prudential  is  the  contractor  with  the  Federal  Gov- 
ernment for  Medicare  Part  B in  New  Jersey,  North 
Caroliria,  and  Georgia,  and  Part  A in  New  Jersey; 
also  with  the  State  of  New  Jersey  for  Medicaid. 


A.  H.  Robins  Company  #38 

You  are  cordially  invited  to  visit  the  A.  H.  Robins 
exhibit  and  meet  our  representatives  who  will  wel- 
come the  opportunity  to  discuss  products  of  inter- 
est with  you. 


Roche  Clinical  Laboratories  #21  & #22 

Roche  Clinical  Laboratories  presents  a photograph- 
ic display — Clinical  Laboratory  Testing  in  Diagno- 
sis — ^which  will  enable  you  to  evaluate  your  knowl- 
edge of  cornmon  laboratory  procedures  and  their 
clinical  significance.  Representatives  will  be  in  at- 
tendance to  discuss  the  services  avaiiable. 


Sandoz  Pharmaceuticals  #18 

Sandoz  Pharmaceuticals  cordially  invites  you  to 


visit  our  display  where  we  are  featuring  Mellaril®, 
Hydergine®,  and  Fiogesic®.  Any  of  our  represen- 
tatives in  attendance  will  gladly  answer  questions 
about  these  and  other  Sandoz  products. 


W.  B.  Saunders  Company  #30 

Saunders  will  have  on  display  a complete  line  of 
their  medical  books,  including  many  new  titles  and 
new  editions  published  since  last  year’s  meeting. 


Schering  Laboratories  #16 

Schering’s  exhibit  is  offering  product  information 
on  Garamycin®  injectable,  Etrafon®,  and  Valisone® 
aerosol.  Order  forms  for  obtaining  various  services 
and  teaching  aids  at  no  cost  are  also  available. 


Searle  Laboratories  #35 

You  are  cordially  invited  to  visit  the  Searle  booth 
where  our  representatives  will  answer  any  questions 
regarding  Searle  Products  of  Research.  Featured 
will  be  information  on  Ovulen®,  Demulen®,  Enov- 
id®,  Aldactazide®,  Flagyl®,  Lomotil®,  Pro-Ban- 
thine®,  Metamucil®  and  other  drugs  of  interest. 


Donald  F.  Smith  and  Associates — #4 

Blue  Cross/Blue  Shield  Programs 

Blue  Cross/Blue  Shield  programs,  tailored  to  pro- 
vide the  additional  benefits  required  to  meet  the 
needs  of  physicians  andi  their  dependents,  will  be 
presented.  Donald  F.  Smith  and  Associates  of 
Princeton  provides  answers  to  your  questions  and 
help  with  your  claims  problems. 


E.  R.  Squibb  and  Sons,  Inc.  #33 

E.  R.  Squibb  and  Sons,  Inc.  are  pleased  to  present 
a film  review  of  factual  reports  on  current  topics  of 
medical  interest  and  research.  They  include  "Drug 
Abuse,”  "Aerospace  Medicine,”  "Heart  Transplan- 
tation,” and  “Congestive  Heart  Failure.” 


Stuart  Pharmaceuticals,  Division  of 

ICI  America,  Inc.  #44 

Stuart  Pharmaceuticals’  booth  consists  of  graphic 
panels,  product  samples,  and  literature  describing 
some  or  all  of  the  following  products:  Mylanta®, 
Chewable  Sorbitrate®,  Sorbitrate®  Sublingual  and 
Oral,  Kinesed®,  Stuartnatal™  1 + 1. 
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46th  ANNUAL  MEETING 

Woman's  Auxiliary  to  The  Medical  Society  of  New  Jersey 

Saturday  through  Tuesday  Chalfonte-Haddon  Hall 

May  12*15,  1973  Atlantic  City 


Schedule  of  Events 


Saturday,  May  12,  1973 

10:00  a.m.  to  4:30  p.m. — Sale  of  dinner-dance 
tickets 

MSNJ  Registration  Desk 

(Exhibit  Hall,  Lobby  Floor,  Haddon 

Hall) 

12:00  noon  to  4:30  p.m. — Registration 
(Lobby  Floor,  Haddon  Hall) 

1:00  p.m,  to  4:30  p.m. — Registration  for  Art  Show 
(Lobby  Floor,  Haddon  Hall) 

♦2:00  p.m. — Auxiliary  President's  Report  to  MSNJ 
House  of  Delegates 
(Windsor  Room,  Lobby  Floor,  Haddon 
Hall) 

♦7:30  p.m. — Reception-Buffet  Dinner 

A special  invitation  is  extended  to 
Auxiliary  members  (tickets  may  be 
purchased  at  MSNJ  Registration  Desk 
— $15  per  person) 

(Vernon  Room,  Lounge  Floor,  Haddon 
Hall) 


Sunday,  May  13,  1973 

9:30  a.m.  to  4:30  p.m. — Registration 
(Lobby  Floor,  Haddon  Hall) 

Tickets  for  Tea  and  Fashion  Show 

10  a.m.  to  4:30  p.m. — Sale  of  dinner-dance  tickets 
MSNJ  Registration  Desk 
(Exhibit  Hall,  Lobby  Floor,  Haddon 
Hall) 

10:00  a.m. — Art  Exhibit 

County  Press  and  Publicity  Books 
Exhibit 

County  Activities  Pictorial  Display 
(Lobby  Floor,  Haddon  Hall) 

10:00  a.m. — Pre-convention  Board  Meeting 

Continental  Breakfast  (complimen- 
tary for  those  attending  session) 
(Navajo  Room,  15th  Floor,  Haddon 
Hall) 

12:00  noon — Fellowettes’  Luncheon 

(Blue  Room,  Office  Floor,  Chalfonte) 

2:30  p.m. — Tea  and  Fashion  Show 

(Vernon  Room,  Lounge  Floor,  Haddon 
Hall) 

All  doctors’  wives  and  guests  cordially 
invited. 


♦4:30  p.m. — Golden  Merit  Award  Ceremony 

Windsor  Room,  Lobby  Floor,  Haddon 
Hall 

♦6:30  p.m. — Reception  honoring  President-elect 
Boylan 

Auxiliary  members  are  cordially  in- 
vited to  attend  (Admission  by  badge) 
(Pennsylvania  Room,  Lounge  Floor, 
Haddon  Hall) 


Monday,  May  14,  1973 

8:15  a.m.  to  4:30  p.m. — Registration 
(Lobby  Floor,  Haddon  Hall) 

8:15  a.m.  to  9:00  a.m. — Continental  Breakfast — 
complimentary: 

(Hallway,  13th  Floor,  Haddon  Hall) 

9:00  a.m.  to  12:30  p.m. — General  Session 

(West  Room,  13th  Floor,  Haddon  Hall) 

9:00  a.m.  to  4:30  p.m. — Sale  of  dinner-dance 
tickets 

MSNJ  Registration  Desk 

(Exhibit  Hall,  Lobby  Floor,  Haddon 

Hall) 

1:00  p.m. — Annual  President’s  Luncheon 

(Pennsylvania  Room  I,  Lounge  Floor, 
Haddon  Hall) 

All  doctors’  wives  cordially  invited 

*8:00  p.m. — Dinner-Dance 

(Pennsylvania  Room,  Lounge  Floor, 
Haddon  Hall) 


Tuesday,  May  15,  1973 

8:00  a.m. — Breakfast  for  County  Presidents 

(Mandarin  Room,  13th  Poor,  Haddon 
Hall) 

10:30  a.m. — Post-convention  Board  Meeting 

(West  Room,  13th  Floor,  Haddon  Hall) 


Convention  Committee 

Chairman — Mrs.  James  Brennan 
Co-Chairman — Mrs.  Frank  Doggett,  Jr. 


•MSNJ  events  to  which  Auxiliary  member*  are  cordially 
invited. 
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ROOM  RESERVATIONS 

Complete  and  moil  this  form  for  your  room  reservation 

207th  ANNUAL  MEETING— THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

May  12-15,  1973 

Reservation  Desk,  Chalfente-Haddon  Hall,  Atlantic  City,  New  Jersey 


Please  Reserve  the  Following  Accommodations — ^This  Reservation  Wiil  Be  Acknowledged 
If  room  is  not  available  at  rate  requested,  please  check  here 
authorizing  us  to  make  reservation  at  next  availabie  rate.  □ 


No.  of 
Rooms 

HADDON  HALL  All  Roo 

Single,  Bath,  1 Person 

ms  Air  Conditioned 
Twin  Bedroom, 
Bath 

2 Persons 

CHALFONTEAII  ro 

Single,  Bath 
1 Person 

oms  Air  Conditioned 
Twin  Bedroom, 
Bath 

2 Persons 

Without  Ocean  View  □ 18  □ 20  □ 22 

•o  22  □240  26 

□ 16  □ 19 

□ 20  0 23 

Side  Ocean  View  □ 26  □ 28 

□ 28  0 30  0 32 

□ 22 

□ 25  0 27 

Ocean  Front  □ 38 

□ 38  □ 40 

□ 25  □ 26 

□ 28  □ 29  □ 32 

Double  and  Parlor 

□ 56  □ 66  □ 68 

Double  and  Parlor,  Ocean  Front 

□ 84 

□ 68 

EACH  ADDITIONAL  PERSON  IN  DOUBLE  ROOM  $6.00  EUROPEAN  PLAN  ‘Roomettes 
MODIFIED  AMERICAN  PLAN  (BREAKFAST  AND  DINNER)  ADD  $9.00  PER  DAY.  PER  PERSON  □ 


I will  share  a room  with  

Day  and  date  of  arrival  Departure  

Name  

Address  

PLEASE  PRINT  Plus  5%  City  Tax 

NOTE;  As  check-out  hour  is  2:00  p.m.,  rooms  may  not  be  ready  earlier. 


COMMITTEE  ON  ANNUAL  MEETING 

ARTHUR  BERNSTEIN,  M.D.,  Chairman,  Maplewood 
JOHN  J.  THOMPSON,  M.D. 
Vice-Chairman,  Caldwell 
NICHOLAS  A.  BERTHA,  M.D.,  Wharton 
DONALD  C.  DAVIDSON,  M.D.,  Atlantic  City 
JAMES  A.  ROGERS,  M.D.,  Paterson 
ROBERT  E.  VERDON,  M.D.,  Cliffside  Park 
LOUIS  F,  ALBRIGHT,  M.D.,  Ex-Officio,  Spring  Lake 

MRS.  MARION  R.  WALTON, 

Convention  Manager,  Trenton 


SUBCOMMITTEE  ON  SCIENTIFIC  EXHIBITS 

JOHN  J.  THOMPSON,  M.D.,  Chairman,  Caldwell 
H.  IRVING  DUNN,  M.D.,  Bay  Head 
GEORGE  L ERDMAN,  M.D.,  Summit 
ARTHUR  KROSNICK,  M.D.,  Trenton 
MARTIN  R.  RUSH,  M.D.,  Red  Bank 

SUBCOMMITTEE  ON  SCIENTIFIC  PROGRAM 

ARTHUR  BERNSTEIN,  M.D.,  Chairman 
Maplewood 

CHAIRMEN  AND  SECRETARIES 
of  Scientific  Sections 
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THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


A DOUBLE-DUry  DIURETIC 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THE  VKOER  OUT 
IN  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 
IN  HyPERTENSION* 

SPARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

*Indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘DyazideJ  check  serum  potassium  frequently —both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  reconunended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f  ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


What’s  in  it 
for  her? 


All  steroid  molecules  are  not  the 
same. . . in  their  activity.  In  pre- 
scribing birth-control  pills,  estrogen/ 
progestogen  activity  is  more  impor- 
tant than  milligrams.  The  woman’s 
hormone  profile  often  indicates  the 
activity  best  for  her. 


mestranol/100  meg 


ethynodiol  diacetate/ 1 mg 


ethinyl  estradiol/50  meg. 


ethync 
di  acetate/ 1 i| 


Typical  characteristics 
of  the  slightly  hyper- 
estrogenic  profile 

• heavy  flow 
large  breasts, 
sometimes  fibrotic; 
nipples  well  pigmented 
very  feminine  appearanol) 
occasionally  short 
premenstrual  syndrome,  t 
fluid  retention  ° 

tendency  to  uterine 
fibroids  i 

high  pyknotic  index 


This  formulation,  which  he 
less  estrogenic  activity  and 
a moderate  progestogen 
dominance,  may  be  a gooc 
beginning. 


Typical  characteristics 
of  the  “balanced”  profile 

• normal  menses 

• well-rounded  breasts 

• clear  complexion 

• normal  figure  with 
normal  secondary 
sex  characteristics 

• normal  cytohormonal 
pattern 

This  “center  spectrum” 
pill  has  had  excellent 
user  acceptance  for  over 
seven  years. 


for  the  majority  of  women . . . 
when  centrally  balanced 
activity  is  preferred 


Ovuleri 


Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0.1  mg. 

Each  pink  tablet  in  Ovulen-28®  is  a 
placebo  containing  no  active  ingredients 


For  brief  summary  of  prescribing  information, 
piease  see  next  page. 


norethynodrel/2.5  mg. 


mestranol/0.1  mg. 


Enovid-E 

Available  in  20-  and  21-pili  schedules 
Each  tablet  contains:  norethynodrel 
2 5 mg./mestranol  0.1  mg 

a clear  choice  for  women 
when  estrogen  dominance 
and  no  androgenic  activity 
are  preferred 

‘■'Of  all  the  progestogens,  norethynodrel 
most  resembles  the  molecular  structure  of 
the  estrogens.  It  has  the  weakest  proges- 
tational activity  of  any  progestogen  in  a 
combination  pill. 


Demuleif 

kvailable  in  21-  and  28-piil  scheduies 

iach  white  tablet  contains:  ethynodiol 
Hacetate  1 mg. /ethinyl  estradiol  50  meg 
:ach  pink  tablet  in  Demulen-28'  is  a 
ilacebo  containing  no  active  ingredients. 

veil  suited  to  most  women 
vhen  low  estrogenic  activity 
and  moderate  progestogen 
iominance  are  preferred 


Typical  characteristics 
of  the  hypoestrogenic 
or  androgenic  profile 

• scanty  menses 

• small  breasts 
•thin,  often  tall, 

sometimes  asthenic 

• possibly  masculine 
appearance 

• acne,  hirsutism 

• low  sexual  motivation 
•thin  vaginal  lining, 

tendency  to  vaginitis 
and  dyspareunia 

This  pill  has  a relatively 
weak  and  unique*  progestogen 
with  inherent  estrogen icity. 
Clinically,  just  as  in  animal 
studies,  it  appears  not  to 
possess  antiestrogenic  and 
androgenic  activity. 


Ovuleri  Demulen' 

Each  white  tablet  contains:  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Ovulen-28®  and  Demulen-28®  is  a placebo,  containing  no  active  ingredients. 


Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from  product 
to  product.  The  effectiveness  of  the  sequential  products  appears  to  be 
somewhat  lower  than  that  of  the  combination  products.  Both  types 
provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as 
those  of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to 
carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases  the 
frequency  of  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indication— Ovulenand  Demulen  are  indicated  fororal  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions, 
markedly  impaired  liver  function,  known  or  suspected  carcinoma  of 
the  breast,  known  or  suspected  estrogen-dependent  neoplasia  and 
undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  thrombosis).  Should  any  of 
these occuror  be  suspected  thedrug should  bediscontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great 
Britain  and  studies  of  morbidity  in  the  United  States  have  shown  a 
statistically  significant  association  between  thrombophlebitis,  pulmo- 
nary embolism,  and  cerebral  thrombosis  and  embolism  and  the  use  of 
oral  contraceptives.  There  have  been  three  principal  studies  in  Britain'  3 
leading  to  this  conclusion,  and  one->  in  this  country.  The  estimate  of 
the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and  DolP 
was  about  sevenfold,  while  Sartwell  and  associates-'  in  the  United  States 
found  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as 
likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed 
to  evaluate  a difference  between  products.  However,  the  study  sug- 
gested that  there  might  be  an  increased  risk  of  thromboembolic  dis- 
ease in  users  of  sequential  products.  This  risk  cannot  be  quantitated, 
and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal 
vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
producetumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
treatment  with  Ovulen  or  Demulen.  Therefore,  if  such  tests  are  abnor- 
mal in  a patient  taking  Ovulen  or  Demulen,  it  is  recommended  that  they 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under 
the  influence  of  progestogen-estrogen  preparations  pre-existing  uterine 
fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced 
by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dys- 
function, require  careful  observation.  In  breakthrough  bleeding,  and 
in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  ade- 
quate diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  dis- 
continued if  the  depression  recurs  to  a serious  degree.  Any  possible 


influenceof  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function  awaits  further  study.  A decrease  in 
glucose  tolerance  has  been  observed  in  a significant  percentage  of 
patients  on  oral  contraceptives.  The  mechanism  of  this  decrease  is 
obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observed 
while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the  patient  con- 
stitutes no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  should 
be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens 
are  submitted.  Susceptible  women  may  experience  an  increase  in 
blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  con- 
traceptives—A statistically  significant  association  has  been  demon- 
strated between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism  and  cere- 
bral thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a 
relationship  has  been  neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions:  neurcnxular  lesions,  e.g.,  retinal  throm- 
bosis and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives-,  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after  treat- 
ment, edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement  and  secretion),  change  in  weight  (increase  or  decrease), 
changes  in  cervical  erosion  and  cervical  secretions,  suppression  of 
lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals 
and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome, 
headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic  . 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  reten- 
tion and  other  tests;  coagulation  tests:  increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol  extract- 
able  protein  bound  iodine,  and  decrease  in  P uptake  values;  metyrapone 
test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:267-) 
279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M,  P:  Investigation  of  i 
Deaths  from  Pulmonary,  Coronary,  and  Cerebral  Thrombosis  and 
Embolism  in  Women  of  Child-Bearing  Age,  Brit.  Med.  J.  2:193-199 
(April  27)  1968.  3.  Vessey,  M.  P,  and  Doll,  R.:  Investigation  of  Relation 
Between  Use  of  Oral  Contraceptives  and  Thromboembolic  Disease.  A < 
Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4.  Sartwell,  f 
P.  E.;  Masi,  A.  T;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thrombo- 
embolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control ii 
Study,  Amer.  J.  Epidem.  90:365-380  (Nov.)  1969.  j 

Products  of  Searle  & Co.  ' 

San  Juan,  Puerto  Rico  00936 

# V with  estrogen- 

EnOVlQ"E 

norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions  — Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  out 
put  of  gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the 
output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  lutein 
izing  hormone  (LH). 

Indication  — Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  anc; 
Adverse  Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable 
to  Enovid-E  and  should  be  observed  when  prescribing  Enovid-E. 

Enovid-E* 

brand  of  norethynodrel  with  mestranol 
PrexJuef  of  Searle  Laboratories 
Division  of  G.  D-  fearle  & Co. 

Box  5110.  Chicago.  Illinois  60680 
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Peer  review  is  not  a self-starting  or  self -operating 
mechanism.  It  needs  the  help  of  all  of  us. 


TPLicie 


— fjoeciai ^ 


Responsibilities  for  Peer  Review'^' 

James  A.  Rogers,  M.D.,  Paterson 


The  Medical  Society  of  New  Jersey  has  estab- 
lished a special  peer  review  committee  to 
study  this  matter  and  to  present  a plan  of 
action.  This  Committee  consists  of  two  rep- 
resentatives from  each  of  the  five  judicial  dis- 
tricts in  our  state.  The  Committee  is  studying 
the  material  on  peer  review,  and  reviewing 
programs  suggested  in  other  states.  In  the 
near  future  guidelines  will  be  prepared  by 
the  Committee  for  New  Jersey.  It  is  the  aim 
of  this  special  committee  to  develop  such 
guidelines  for  your  consideration.  They  will 
Ije  flexible  so  that  they  may  be  adaptable  to 
any  county  in  this  state.  It  is,  after  all,  at  the 
County  Medical  Society  level  where  the  ac- 
tion is,  and  where  the  action  must  take  place. 
Only  at  this  level  can  one  properly  assess  the 
status  of  peer  review  as  it  exists  in  your  com- 
munity. Where  necessary,  adjustments  to  your 
activities  may  be  made  as  a result  of  demon- 
strated needs. 

Your  State  Society  will  encourage  and  will 
support  your  county  society  in  establishing 
peer  review  mechanisms  which  will  involve 
the  pro\iders  of  health  care.  Under  consider- 
ation by  your  state  committee  will  be  the 
following: 

1 . In  principle,  it  wishes  to  encompass: 

a.  A program  which  will  review  physicians’ 
services  by  his  colleagues  and  by  his  col- 
leagues alone. 

b.  The  programs  will  determine:  (1)  the 

quality  of  care  rendered;  (2)  the  utilization 
of  facilities  and  of  personnel,  and  (3)  the 
propriety  of  charges  submitted  for  such  pro- 
fessional services  rendered. 

2.  Purpose  of  peer  review  is  the  evaluation  of 
the  quality  of  medical  care.  It  relates  to  the 
capabilities  of  the  providers  and  also  points 


out  the  aspects  of  educational  needs.  As  a 
result  of  medical  audits — the  evaluation  of 
services  and  utilization  of  resources — deficien- 
cies in  medical  education,  through  )jcrform- 
ance,  are  noted.  They  may  represent  the  indi- 
vidual pliysician’s  profile,  the  hospital  medi- 
cal staff  profde,  or  even  the  community  medi- 
cal staff  profde.  ft  is  from  an  examination  of 
this  information  that  deficiencies  and  educa- 
tional neetls  are  demonstrated.  It  may  also 
demonstrate  that  perhaps  no  deficiencies  may 
be  present. 

The  purpose  of  peer  review  is  not  punitive. 
Its  purpose  is  to  recognize  the  rights  of  the 
physician,  as  well  as  the  rights  of  the  pur- 
chaser or  the  consumer  of  medical  care, 
related  to  reasonable  values  for  monies  ex- 
pended. Evaluation  or  any  action  on  peer 
review  must  be  on  the  local  (county  society) 
level.  It  could  well  he  tliat  in  some  areas  of 
the  state,  two  counties  may  join  in  establish- 
ing a peer  review  mechanism.  Adjudication 
regarding  peer  review  examination  should 
also  remain  on  a local  level.  The  decisions  of 
the  local  peer  review  committee  shall  stand 
unless  challenged  by  any  parly  which  has  a 
valid  interest. 

Should  it  be  necessary  to  use  an  appeal 
mechanism,  a hearing  may  be  held  at  the 
judicial  district  level.  It  is  hoped  that  definite 
time  limits  may  l)e  established  for  this  ap- 
peal. It  is  suggested  that  the  judicial  district 
appeal  body  consist  of  members  of  The  Medi- 
cal Society  of  New  Jersey,  maintaining  an 
office  or  residence  in  the  judicial  district  con- 
cerned. It  is  further  suggested  that  this  body 
be  appointed  on  a rotating  basis.  This  should 
be  established  l)y  the  Board  of  Trustees  of 


•Presented  to  tlie  Morris  Countv  Medical  Society, 
January  20,  1972.  Dr.  Rogers  is  First  Vice-President 
and  Chairman  of  the  Committee  on  Medical  Educa- 
tion of  The  Medical  Society  of  New  Jersey. 
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The  Medical  Society  of  New  Jersey.  The  peer 
review  mechanism  must  be  separate  from  the 
judicial  council  mechanism,  for  it  is  not  in- 
tended to  pre-empt  the  function  of  individual 
patient  complaints  concerning  professional 
practices  from  such  judicial  review. 

3.  The  peer  review  mechanism  at  the  local  or 
judicial  district  level  may  institute  a com- 
plaint under  the  judicial  mechanism,  if  a vio- 
lation of  professional  ethics  or  if  a serious 
breach  of  professional  conduct  is  evident.  It 
is  hoped  that  the  recommendations  will  also 
provide  for  dealing  with  physicians  who  are 
non-members  of  The  Medical  Society  of  New 
Jersey.  In  this  case,  it  may  be  that  some  such 
cases  would  have  to  be  referred  to  the  New 
Jersey  State  Board  of  Medical  Examiners. 

Final  guidelines  to  be  established  by  this 
committee  have  not  been  formalized,  and 
what  I am  giving  you  now  must  be  consid- 
ered tentative  and  in  no  way  the  final  deci- 
sion of  the  committee.  Each  county  society 
should  appoint  a local  committee.  It  should 
include  a representative  from  each  of  the  spe- 
cialties. This  must  be  the  nucleus  of  such  an 
established  peer  review  unit.  It  is  suggested 
that  representatives,  perhaps  of  the  various 
third  party  payers,  be  invited  as  consultants, 
when  needed,  to  jaeer  review  activities. 

Confidentiality  of  patients’  files  must  be  pro- 
tected, and  must  be  secured  from  scrutiny  by 
anyone  other  than  committee  members.  It  is 
important  at  this  time  to  consider  changes  in 
the  provision  of  health  care  that  will  face  us 
in  the  possible  near  future.  I am  referring  to 
such  things  as  HMO’s,  Foundations,  Group 
Practice,  and  the  like.  We  must  adapt  our- 
selves to  these  situations  and  be  ready  to  ad- 
just our  peer  review  mechanism  to  these 
changes.  Perhaps  an  annual  re-evaluation  of 
our  peer  review  approach  should  be  made. 
From  this,  recommendations  which  would 
keep  us  abreast  of  current  practices  in  the 
delivery  of  health  care  can  be  made,  so  that 
peer  review  may  remain  an  effective  system. 

Such  matters  as  out-and-out  fraud  are  not 
within  the  province  of  peer  review,  for  this  is 


dealt  with  by  other  branches  of  our  judicial 
mechanism. 

Summary 

(1)  Peer  review  is  for  all  physicians  and  not 
for  a few. 

(2)  Health  providers  and  third  party  payers 
must  give  a firm  commitment  to  the  concept 
of  peer  review,  for  this  offers  the  only  ef- 
fective way  of  guaranteeing  the  efficient  use 
of  our  resources  and  the  provision  of  qual- 
ity medical  care  at  a reasonable  cost. 

(3)  The  action  is  at  the  community  medical 
society  level,  and  it  is  only  proper  that  it  is 
here  that  physicians  should  assess  the  present 
status  of  peer  review  of  their  colleagues  in 
their  own  county.  Their  activities  should  in- 
clude quality  review,  quantity  review,  and 
claims  review. 

(4)  The  State  Society  should  support  the 
county  in  establishing  peer  review  mecha- 
nisms, and  assist  smaller  areas  to  this  end. 

(5)  Peer  review  committees  should  avail 
themselves  of  the  expertise,  through  consulta- 
tion services,  of  all  branches  of  the  special 
societies,  who  have  an  equal  responsibility 
and  obligation  on  the  local  level  to  support 
such  activities.  That  consultation  should  also 
be  sought  with  third  party  payers,  if  and 
when  indicated. 

The  AMA  probably  has  a greater  responsibil- 
ity in  this  over-all  development  of  peer  re- 
view. It  could  serve  a real  function  in  coordi- 
nating efforts  made  by  local  societies  in  estab- 
lishing a peer  review  mechanism.  It  could 
collect  information  from  all  areas  involved  in 
peer  review.  As  a result  of  this  feedback 
mechanism,  it  could  more  clearly  determine, 
on  a national  level,  what  progress  has  been 
made  in  this  direction,  and  what  problems 
various  county  societies,  as  well  as  state  socie- 
ties, are  encountering  in  peer  review. 

This  cooperation  could  lead  to  stronger  bar- 
gaining, perhaps,  with  third  party  payers, 
when  all  this  information,  which  equates 
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quality,  utilization,  and  cost  of  patient  care  is 
available.  It  could,  in  many  ways,  not  only 
determine  physicians’  profiles,  but  patient 
profiles  as  well. 

The  task  ahead  appears  gigantic,  but  it  is 
important  that  we  not  be  disillusioned  be- 
cause ideal  peer  review  does  not  exist  at  this 
time.  It  is  necessary  that  we  start  now  to 


build  an  ideal  peer  review  system,  and  strong 
attempts  must  be  made  on  every  level.  In  this 
changing  society  of  ours,  it  is  best  to  use  every 
method  we  can,  to  be  prepared  to  satisfy  our 
main  function,  which  is  the  delivery  of  qual- 
ity patient  care,  and  to  protect  the  interests  of 
our  patients  and  of  the  doctor  on  a voluntary 
basis.  It  behooves  us  all  to  join  in  this  ven- 
ture for  its  eventual  success. 


The  Certifying  of  Physicians'  Assistants* 


At  the  AMA’s  1971  Clinical  Convention,  the 
House  of  Delegates  directed  the  AMA  to  as- 
sume a leadersliip  role  in  developing  a pro- 
gram for  the  certification  of  the  assistant  to 
the  primary  care  physician.  The  House  noted 
that  such  a program  (which  would  grant  cer- 
tification on  the  basis  of  nationally  validated 
examinations)  would  help  ensure  orderly  de- 
velopment of  the  physician’s  assistant  concept 
under  medical  guidance. 

It  was  the  consensus  that  (a)  the  develop- 
ment of  a proficiency  examination  for  the 
assistant  to  the  primary  care  physician  is  time- 
ly, and  (b)  advisory  bodies  should  be  estab- 
lished to  make  decisions  on  policy  matters  and 
to  serve  as  the  authoritative  body  to  negotiate 
for  examination,  construction,  and  funding. 

At  its  April,  1972  meeting,  the  AMA  Board 
of  Trustees  approved  a recommendation  from 
the  Council  on  Health  Manpower  that  it  col- 
laborate with  the  National  Board  of  Medical 
Examiners  in  development  of  a certification 
examination.  Concurrently,  the  National 
Board  of  Medical  Examiners,  at  its  annual 
meeting,  had  recognized  the  urgent  need  to 
develop  reliable  certification  examinations  for 
this  category  of  health  personnel  and  had  di- 
rected the  staff  to  take  appropriate  steps  to 
meet  this  need.  It  was  agreed  that  the  AMA 
would  establish  a national  advisory  body  on 
the  physician’s  assistant  to  counsel  the  AMA 
and  the  National  Board.  In  addition,  the  Na- 
tional Board  would  appoint  committees  to 
deal  with  development  of  the  certification  ex- 


amination, and  there  would  be  interlocking 
membership  between  the  AMA  advisory  body 
and  the  National  Board  committees. 

In  June,  1972,  a 19-member  special  Study 
Committee  for  the  Evaluation  of  Physician’s 
Assistants  was  established,  under  the  NBME, 
to  begin  development  of  the  certification  ex- 
amination. This  Committee  is  now  engaged  in 
identifying  all  health  care  tasks  which  the 
assistant  to  the  primary  care  physical!  should 
be  able  to  perform,  as  the  basis  for  subsequent 
development  of  test  items  for  the  examina- 
tion. Also,  an  ad  hoc  Advisoi^  Committee  on 
the  Physician’s  Assistant  has  been  appointed 
to  advise  the  Council  on  Health  Manpower 
on  development  of  the  certification  program 
and  on  such  related  issues  as  terminology, 
continuing  competence,  relationships  with 
physician’s  assistant  organizations,  and  pre- 
requisites for  the  certification  examination. 

Construction  of  a reliable  test  instrument  is  a 
complex  process,  but  it  is  hoped  that  the  cer- 
tification examination  will  be  available  for 
first  administration  before  the  end  of  1973. 
Such  certification  by  nationally  recognized 
medical  organizations  will  help  maintain  high 
standards  in  the  occupation,  will  provide  the 
potential  physician  employer  with  evidence  of 
competency,  and  !vill  enhance  the  career  and 
geographic  mobility  of  the  assistant  to  the 
primary  care  physician  by  providing  national- 
ly-recognized credentials. 

•See  the  October  30,  1972  issue  of  J.\M.\  (222:563) 
for  details  about  this  program. 
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Now  there  is  a 
laxative/ stool  softener 
with  a more  effective, 
dual-action  formula. 


A Gentle  Bowel 
''mulont/ Stool  Softener 

‘ Oosc:  One  capsule 
(■[«", "“leil  by  pi'ysiciai' 
'‘fl'MRIC  pharmaceutic*!- 
corporation 
'00  CAPSULES 


STIMULAX 

CAPSULES 


“GERI-CASAGRA”^**  [CASANTHRANOL]  30  mg.  * DIOCTYL  SODIUM  SULFOSUCCINATE  250  n 


The  unique  Stimulax  formula  provides  the  ideal  combination 
of  a proven,  gentle  laxative  with  a sufficient  dosage  of  stool 
softener  for  dependable,  effective  relief  of  constipation. 


In  most  cases,  one  capsule  before  bedtime  brings  effective  re- 
sults without  straining  or  irritation  . . . griping  or  cramps. 


AVAILABLE:  Bottles  of  30, 100  and  500  Soft  Gelatin  Capsules. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 


ivertisement 


‘*The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

—George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


Are  there  significant 


clifferences  in  bioavailability 


Results  of  a questionnaire  to 
7,000  physicians: 


44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 

30.5% 

Had  no  opinion 


Are  there  significmt  differencej 
in  bioavailability  and  clinica 
predictability  among  drug  products! 


Teacher  of  Medicine 


Alfred  Gilman,  Ph.D. 

Wm.  S.  Lasdon 
Professor  & Chairman 
Department  of 
Pharmacology 
Albert  Einstein 
College  of  Medicine  of 
Yeshiva  University 
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I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  be  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by  - batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don’t  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  hioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


Clinical  Predictability  I 
More  Important  Than  Pri! 

Although  the  question 
price  has  been  greatly  ^ 
aggerated,  it  is  true  th 
patients  can  on  occasi'i 
save  money  on  genei 
drugs.  But  you  are  not  gi 
ing  to  dare  attempt  to  sa| 
money  if  it  jeopardizes  t 
patient’s  health.  Let’s  ij 
turn  to  the  example  th| 
has  become  very  prominei 
in  recent  years,  that  of  t, 
cardiac  glycosides.  Th 
are  probably  the  most  to'^ 
drugs  we  use  with  resptl 
to  the  small  difference  I 
tween  a maximally  effecti] 
dose  and  a toxic  dose.  WTij 
you  are  dealing  with  dru 
of  this  type,  the  first  ccJ 
cern  must  be  clinical  p' 
dictability.  At  the  risk 
variations  in  bioavailal 
ity,  it  would  be  sheer  fo‘ 
to  try  to  save  the  patii 
what  might  amount 
maybe  $10  or  $20  a ye 
The  physician  cannot  m;( 
age  his  patient  unless  h(f 
sure  that  the  drug  he 
prescribing  has  the  sa 
positive  effect  each  ti 
the  prescription  is  renew 
This  is  especially  sign- 
cant  when  the  patient  ta  . 
the  product,  not  for  monf 
but  for  the  rest  of  his  lif< 


ivertisement 


One  of  a 


I Maker  of  Medicine 


C.  J.  Cavallito,  Ph.D. 
Executive  Vice  President 
Ayerst  Laboratories 


Although  equivalence  of 
fferent  preparations  of  a 
■ug  substance  may  be  de- 
led by  certain  physical, 
lemical  or  biological  char- 
deristics,  identity  is  not 
ways  assured  even  though 
lese  characteristics  may 
; described  in  compendia 
ich  as  the  USP,  NF  or  de- 
ned  by  other  specific 
)urce  standards.  More- 
/er,  even  with  equivalent 
rug  substances,  similar 
harmaceutical  products 
in  be  produced  by  differ- 
at  manufacturers  such 
lat  these  products  are  bio- 
igically  or  therapeutically 
lequivalent. 

A Growing  Awareness 
of  Potential  for 
Nonequivalence 

As  experience  increases 
'ith  drug  substances  de- 
ived  from  different  sources 
nd  under  different  condi- 
lons,  it  should  be  possible 
) establish  specifications  in 
ufficient  detail  to  minimize 
tie  potential  for  their  non- 
quivalence.  However, 
here  is  general  agreement 
hat  product  therapeutic 
quivalence  would  still  not 
e assured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 
Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance,  that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


INI 


The  Pharmaceutical  Manufacturers  Association 
1 155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Our  r>kiri™the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


iRblCATtO'Rsfffiierapeutfcayyl  used  aS  an  adjunct^to  appropriate  systemic  • 

, - therapy  for  topical  infections,  primary  of  secondary,  due  to  susceptible 

. organisms,  asjn:  • infected  bums,  skin  grafts,  surgical  incisions,  otitis  e>ftemai.  * • 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris, 'paronychia)  ' ' . 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION;  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


NEOSPOREVOiiitment 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units:  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base):  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vi  oz.  and  oz.  (approx.)  foil  packets. 

/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Trustees'  Minutes 

February  1 8,  1 973 

A regular  meeting  of  the  Board  of  Trustees 
was  held  on  February  18,  1973,  at  the  Execu- 
tive Office  in  Trenton.  Detailed  minutes  are 
on  fde  with  the  secretary  of  your  county  medi- 
cal .society.  A summary  of  the  significant  ac- 
tions follows: 


Membership  Inquiry  and  Complaint  Mechan- 
ism . . . Concurred  in  the  following  actions  of 
the  Executive  Committee: 


1.  Named  tlie  following  physicians  as  candidates  for 
membership  on  the  four  committees  called  for  in  the 
resolution  concerning  membership  inquiry  and  com- 
plaint mechanism  (approved  by  the  House  of  Dele- 
gates on  December  10.  1972,  and  referred  to  the  Execu- 
tive Committee  for  implementation)  : 

1st  District 

Donald  P.  Burt.  M.D.,  Morristown 
.Andrew  G.  Hudacek,  M.D.,  MoiTistown 
Robert  E.  McNamara,  M.D.,  Newark 
Emanuel  M.  Satulsky,  M.D.,  Elizabeth 

2nd  District 

.Alfred  .A.  Alessi,  M.D.,  Hackensack 
Samuel  Baum,  M.D.,  Pa.ssaic 
John  J.  Crosby,  Jr.,  M.D.,  Jersey  City 
Robert  A.  AV^einstein,  M.D.,  Newton 
Sidney  AVoltz,  M.D.,  Union  City 

3rd  District 

AVilliam  H.  Coleman,  M.D..  Trenton 
Karl  T.  Franzoni,  M.D.,  Trenton 
Frederick  J.  Knocke,  M.D.,  Flemington 
Howard  D.  Slobodien,  M.D.,  Perth  Amboy 

4th  District 

Meyer  L.  Abrams,  M.D.,  AV’illingboro 
Melvin  J.  Andrews,  M.D.,  Camden 
Arthur  C.  Dietrick,  M.D.,  Mount  Holly 
Michael  J.  Doyle,  M.D.,  Neptune 
William  V.  McDonnell,  M.D.,  Camden 
Joseph  AV.  Schauer,  Jr.,  M.D.,  Farmingdale 

,5th  District 

T4a\'id  R.  Brewer.  Jr..  M.D.,  AA’oodbury 
Louis  K.  Collins,  M.D.,  Glassboro 
Richard  H.  DuPree,  M.D.,  AVotKlbury 
James  E.  George,  M.D.,  AVoodbury 
Armando  F.  Goracci,  M.D.,  AVoodbury 

2.  Authorized  the  committees  to  select  their  own  chair- 
men: authorized  the  establishment  of  a post  office  box 
specifically  to  receive  membership  complaints  which  are 
to  be  immediately  transmitted  to  the  proper  committee; 
and  authorized  preparation  of  a form  for  third  party 
membership  complaints. 


Profjosed  Rule  on  Internship  Standards  . . . 
C^oncurred  iu  tlic  following  aclitMi  of  the  Ex- 
ecutive Committee: 

That  a letter  be  sent  to  the  Secretary  of  the  State 
Board  of  Medical  Examiners  indicating  concern  that 
raising  the  current  bed  limit  from  100  to  150,  as 
stated  on  the  following  ‘‘Proposed  Rule  on  Internship 
Standards,”  will  foreclose  those  hospitals  with  present- 
ly approved  internships  (and  less  than  150  beds)  from 
continuing  these  programs;  and  that  should  the  bed 
limit  be  raised  to  150  it  be  prospective  and  not  retro- 
active. 

Subchafitcr  9.  Internship  Sland/ircts 
13:35-9.1— Internship  programs 

(a)  All  proposed  internship  programs  must  be  ap- 
proved by  the  Board  of  Medical  Examiners  prior  to 
their  institution.  Hospitals  offering  such  internships 
shall  be  approved  by  the  Joint  Commission  on  Hos- 
pital .Accreditation  or  by  the  American  Osteopathic 
Hospital  Accreditation  .-Agency. 

(b)  Internship  training  programs  approved  by  the 
Board  shall  be  limited  to  general  hospitals  having  a 
capacity  of  at  least  150  beds,  exclusive  of  bassinets,  and 
having  a minimum  of  5,000  annual  admissions,  ex- 
cluding the  newborn.  The  training  program  shall 
proviile  supervised  practice  in  internal  medicine  and 
at  least  one  of  the  following:  surgerv,  pediatrics,  ob- 
stetrics and  gynecology,  pathology,  radiologs',  and  ex- 
perience in  an  active,  well-organized  out-patient  de- 
partment. 

13:35-9.2— Rotating  internshi]) 

(a)  .-A  rotating  internship  may  consist  of  as  few  as  two 
services  or  as  many  as  fixe.  Simultaneous  integration 
of  tlie  intern's  activities  or  other  services  shall  be 
limited. 

(b)  4 he  time  allotted  to  internal  medicine  may  not  be 
less  than  four  months.  No  other  a.ssignment  shall  be 
less  than  two  months  in  iluration.  anil  in  such  cases, 
the  two  months'  a.ssignment  shall  be  consecutive. 

(c)  .A  concurrently  approveil  residenev  propam  is  not 
a recpiirement  for  the  approsal  of  a rotating  intern- 
ship. 

(d)  A certificate  by  one  of  the  specialty  boards  shall 
be  acceptable  in  lieu  of  the  rotating  internship. 

13:35-9.3— .Straight  internship 

(a)  .-A  straight  internship  is  one  which  provides  ex- 
perience on  a single  service.  Straight  internships  ap- 
proved bv  the  Board  shall  incinde  those  in  internal 
medicine  or  a related  subspccialtv . surgerv.  pc’diairic's. 
ohstetrics  atui  gvnecology,  pathologv  and  radiologv. 

(hi  l o offer  a satisfactorv  straight  interiiship.  a hos- 
jrital  must  be  approved  for  residenev  training  in  the 
specialties  involved. 
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(c)  The  Board  shall  require  one  year  of  experience  in 
the  single  service  providing  the  hospital  is  properly 
accredited  for  residency  training  in  the  corresponding 
specialty. 

Medical  Student  Loan  Fund  . . . Noted  that 
the  stipulation  that  the  $10,000,  plus  $250,  re- 
cently donated  to  the  Medical  Student  Loan 
Fund  by  Essex  County  and  one  of  its  members 
be  used  only  for  students  who  agree  to  prac- 
tice in  Essex  County  might  be  satisfied  by 
changing  “New  Jersey”  to  “Essex  County”  in 
the  statement  (on  the  airrent  loan  form) 
that  “any  borrower  who  enters  upon  medical 
practice  in  A^exo  Jersey  will  be  charged  interest 
at  the  rate  of  only  3 per  cent  per  annum” 
(others  are  charged  6 per  cent). 

Medical  Practice  Act  . . . Concurred  in  the 
action  of  the  Executive  Committee  in  direct- 
ing that  a letter  be  sent  to  the  Secretary  of  the 
State  Board  of  Medical  Examiners  indicating 
the  Society’s  willingness  to  participate  in  dis- 
cussions concerning  revision  of  the  Medical 
Practice  .Vet. 

Advisory  Committee  to  Revieio  Disputed  MSP 
and  HSP  Claims  . . . Concurred  in  the  action 
of  the  Executive  Committee  in  naming 
Charles  1.  Nadel,  M.D.,  Irvington  (1st  Dis- 
trict) and  Isaac  N.  Patterson,  M.D.,  Westville 
(5th  District)  to  fill  the  vacancies  on  the  .\d- 
visory  Committee  to  Review  MSP  and  HSP 
Disjnited  Claims. 

Hospital  for  Rutgers  Medical  School  . . . Re- 
ceived a report  from  Stanley  S.  Bergen,  Jr., 
.M.D.,  P resident  of  CMDNJ,  on  plans  for  a 
325-bed  hospital  in  Piscataway  to  be  connected 
with  Rutgers  Medical  School.  This  would  be 
a referral  hospital  (primarily  a medical-surgi- 
cal unit)  to  accommodate  patients  from  the 
entire  state;  walk-in  admissions,  routine  surgi- 
cal procedures,  and  obstetrics  will  not  be  pro- 
vided. Offered  would  be  the  infrecjuently 
needed  services  not  presently  available  because 
of  cost,  now  .sought  elsewhere  by  New  Jersey 
residents.  Utilization  of  and  cooperation  with 
community  hospitals  will  continue,  and  ap- 
j>roval  has  been  granted  for  a joint  residency 
program  with  Middlesex  General  Hospital, 
•Muhlenberg  Hospital,  and  Hunterdon  Medi- 
cal Center. 


AMA-AMPAC  Public  Affairs  IVorkshop  . . . 
.Authorized  the  attendance  (with  all  expenses 
paid)  of  John  J.  McGuire,  M.D.  and  Mr.  Vin- 
cent Maressa,  and  (with  one-half  the  expenses 
paid)  of  .A.  Guy  Campo,  M.D.  and  Nicholas 
E.  Marchione,  M.D.  at  the  .AM.A-.AMP.-VC 
Public  .Affairs  Workshop,  May  10  and  11, 
1973,  in  Washington,  D.C. 

Medicolegal  Symposium  . . . .Authorized  the 
attendance  (with  expenses  paid)  of  E.  Powers 
Mincher,  Legal  Counsel,  at  the  National 
Medicolegal  Symposium,  March  22  to  25, 
1973  in  Las  Vegas,  to  be  jointly  sponsored  by 
the  .American  Bar  .Association  and  the  .Ameri- 
can Medical  .Association. 

Coxmcil  on  Legislation  . . . .Approved  the 
report  of  the  Council  on  Legislation,  includ- 
ing the  designated  position  of  MSNJ  on  bills 
of  medical  interest. 

Current  State  Legislation: 

S-343  —To  establish  the  .Aircraft  Noise  Control  .Act. 
APPROVED 

S-852  —To  require  that  eveiT  school  bus  transport- 
ing children  to  and  from  school  shall  be 
staffed  with  a monitor  at  least  16  years  of  age. 
DISAPPROVED,  because  the  Department  of 
Education  has  reported  that  the  cost  and  the 
administrative  impracticalities  of  the  measure 
make  it  undesirable  legislation. 

S-885  —Permits  the  Commissioner  of  Institutions  and 
.Agencies  to  make  such  investigations  as 
he  deems  necessary  in  the  administration  of 
the  Department.  RIO  ACTION 

S-919  —To  provide  that  any  applicant  for  renewal 
of  a practical  nursing  license,  originally 
granted  by  waiver,  who  can  show’  12  years  of 
full-time  experience  shall  be  granted  a li- 
cense. DISAPPROVED,  because  it  imposes 
greater  restrictions  than  presently  exist  upon 
those  I.PN’s  who  wish  to  return  to  the  prac- 
tice of  their  profession. 

S-1041  —To  regulate  the  practice  of  ophthalmic  dis- 
pensing. APPROVED 

S- 10.54  —To  provide  for  testing  of  motor  vehicle  fuels 
to  determine  the  presence  of  factors  which 
mav  contribute  to  air  pollution.  NO  AC- 
TION 

S-1055  —To  pennit  pharmacists  to  use  discounts  or 
rebates  in  sales  of  drugs  or  medications  to 
disabled  persons  or  those  65  years  of  age  or 
older.  APPROVED 

.S-1062  —To  prescribe  safety  standards  for  youth 
camps.  APPROVED 

S-1079  —To  provide  that  permits  of  mass  gatherings 
will  onlv  be  issued  when  the  Board  is  satis- 
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ficd  tliat  such  gatherings  will  be  conducted 
ill  compliance  with  established  rules  and 
regulations  and  the  public  health,  safety,  and 
welfare.  APPROVED 

—To  provide  that  need  for  the  carrying  of 
firearms  shall  be  shown  when  an  applicant 
states  he  is  in  a business  or  occupation  which 
makes  it  necessary  to  be  out  late  at  nigbt  in 
a high  crime  area  with  valuables  or  medical 
supplies  and  drugs.  APPROVED 

—To  provide  for  defining  and  establishing  child 
development  centers  and  for  licensing.  A'O 
ACTION 

—To  provide  that  any  person  subject  to  re- 
current seizures,  sucb  as  epilepsy,  who  has 
not  had  such  a seizure  for  a period  of  one 
year  shall  be  permitted  to  obtain  a driver's 
license.  DISAPPROJ'ED,  because  under  exist- 
ing law  that  decision  rests  with  the  discre- 
tion of  the  Director  and  this  discretion  can 
be  tested  in  the  courts. 

—To  permit  the  Bureau  of  Children’s  .Services 
to  provide  protective  custodv  of  abused  chil- 
dren. APPROJ’ED 

-To  provide  for  sending  of  handicapped  chil- 
dren to  privatelv  operated  schools.  AP- 
PROVED, LAW  C.4  (1973) 

-To  provide  that  no  dentist  shall  administer 
a local  or  general  anesthetic  unless  the  State 
Board  of  Registration  and  Examination  has 
certified  that  he  had  successfully  passed  a 
course  in  anesthesia  or  an  examination  con- 
ducted by  tbe  Board.  DISAPPROVED,  be- 
cause the  legislation  is  unnecessary  inasmuch 
as  the  State  Board  of  Dental  Examiners  can 
deal  with  this  matter  by  means  of  regulation. 

■To  establish  the  Department  of  Human 
Services  Act,  to  appropriate  -SIOO.OOO  and  to 
transfer  to  such  department  all  functions  of 
the  Department  of  Institutions  and  Agencies, 
Division  of  Public  Welfare,  Divisions  of 
Mental  Health,  Mental  Retardation,  and 
Drug  Abuse.  APPROVED 

■To  require  that  one  member  of  tbe  Board  of 
Nursing  shall  be  a representative  of  tbe  New 
Jersey  Industrial  Nurses  Association.  NO 
ACTION 

•To  provide  that  nothing  in  the  .Act  concern- 
ing Health  Care  Eacilities  Planning  Act  shall 
be  so  construed  as  a delegation  of  authority 
to  control  charges  made  by  health  care  fa- 
cilities for  services  rendered  except  as  other- 
wise provided.  ACTION  DEEERRED.  pend- 
ing further  information  from  the  New  Jersey 
Hospital  Association. 

■To  provide  that  nothing  in  the  .Act  concern- 
ing Health  Care  Eacilities  Planning  .Act  shall 
be  so  construed  as  to  require  issuance  of  a 
certificate  of  need  or  to  compel  an  increase 
or  reduction  of  existing  licensed  beds  for  re- 
placing existing  beds  by  new  construction. 
DISAPPROVED,  because  it  would,  in  large 
part,  defeat  the  purpose  of  existing  law  and 
the  use  of  the  procedure  of  the  certificate  of 
need. 


S-1200  —To  provide  that  no  ceriificaie  of  need  shall  lie 
issued  or  denied  without  appirival  of  the 
Board  and  in  the  event  an  adverse  recom- 
mendation has  been  issued  bv  the  State 
Health  Planning  Council,  the  applicant  shall 
receive  notice  and  be  gi anted  an  opportunity 
for  hearing.  APPROJ'ED 

— lo  provide  for  disposition  of  cases  of  child 
abuse  and  neglect  and  to  neate  a study  com- 
mi.ssion  therefor.  DISAPPROVED,  because 
it  complicates,  without  improving,  existing 
law  procedures. 

S-1232  —To  provide  tor  retention  of  photographic  re- 
production of  x-ray  films  by  the  hospital 
custodian  of  records  for  a period  of  five  years. 
APPROVED 


S-2008  —To  establish  pilot  projects  in  emergeiu-v  mo- 
bile ititensive  care  and  to  utilize  mobile  in- 
tensive care  paramedics.  APPROJ'ED 


to  provide  for  commitment  and  care  of  hard 
drug  violators.  NO  ACTION 


S-1233  — lo  provide  that  no  person  shall  be  detiieii 
eligibility  for  Medical  .Assistance  and  Health 
•Service  .-Act  benefits  solely  on  the  basis  of  in- 
creased Social  Securitv  benefits  payable  on  or 
after  .September  1,  1972.  APPROVED 

S-1238  —To  establish  a grant  program  in  the  Depart- 
ment of  .Agriculture  to  supplement  the  hog 
cholera  eradication  indemuitv  ])rogram;  to 
appropriate  ?130,000.  A'O  ACTION 

S-1262  -To  increase  the  monetary  factor  of  deter- 
mining State  reimbursement  for  community 
mental  bealth  projects  from  5(V  to  SI  multi- 
plied by  the  ]K)pulation  exclusive  of  cajiital 
expenditures.  A'O  ACTION 

S-1264  —To  permit  destruction  of  hypodermic  needles 
by  maiigliug  and  other  metliods  not  presently 
provided  for.  APPROJ'ED 

S-1265  —To  provide  that  any  board  of  education  in  a 
school  district  in  which  children  are  domi- 
ciled in  a public  or  private  institution  by 
referral  from  a State  or  coutity  agency  and  at- 
tend public  schools  of  the  district  may  sub- 
mit a request  for  special  State  aid  to  the 
Commissioner  of  Education.  NO  AC'EION 


S-2009  —To  provide  that  the  office  of  Emergency  Medi- 
cal Service  iti  the  De|)artment  of  Health  shall 
establish  a progratn  for  training  of  emergeticy 
medical  personnel  in  the  procedure  of  de- 
fibrillatiou.  APPROJ'ED 

S-2043  —To  provide  that  no  person  having  jurisdic- 
tion over  potable  water  sball  direct  manda- 
toi"v  Ihioridatiou  until  the  question  has  been 
first  approved  by  voters  in  a referendum. 
DISAPPROJ'ED.  because  it  is  a practical 
impossibility  to  achieve,  by  referenda,  the 
mandatorv  fluoridation  of  the  water  supplv 
of  counties  when  many  of  them  are  serviced 
by'  a single  companv.  For  this  reason  The 
Aledical  .Societv  of  New  Jersev.  since  1971. 
has  been  on  record  as  favoring  the  fluorida- 
tion of  potable  water  supplies  by  means  of 
a mattdatorv  program  under  the  aegis  of  the 
Department  of  Environmental  Protection. 

S-2052  —To  create  dritg  work  treatment  cetitcrs  and 
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S-2056  —To  permit  counties  and  municipalities  to  pro- 
vide for  hospitalization  contracts  which  in- 
clude dental  and  ophthalmological  services 
and  supplies.  APPROVED 

S-20.59  —To  appropriate  $500,000  to  the  Department 
of  Agriculture  for  Hog  Cholera  Eradication. 
APPROVED 

SJR-2001— To  request  the  Division  of  Motor  Vehicles 
to  provide  space  on  the  driver’s  license  for 
information  concerning  donations  under  the 
“Uniform  Anatomical  Gift  Act.’’  APPROVED 

SR-25  —To  memorialize  the  President  of  the  United 
States  and  the  Administrator  of  Veterans  Af- 
fairs to  give  consideration  to  the  establish- 
ment of  a new  veterans’  hospital  in  southern 
New  Jersey.  APPROVED 

A-52  —To  provide  for  exhaust  emission  standards 
which  must  be  met  in  inspections  of  motor 
vehicles.  APPROVED 

A-433  —To  provide  that  the  Commissioner  of  En- 
vironmental Protection  shall  formulate  rules 
and  regulations  concerning  the  labeling  and 
prohibiting,  conditioning,  and  controlling  the 
sale  of  cleaning  agents  whose  use  may  tend  to 
cause  adverse  effects  on  man  or  the  environ- 
ment. APPROVED 

A-514  —To  provide  for  the  regulation  of  clinical 
laboratories  in  the  New  Jersey  Clinical  Lab- 
oratoiw  Improvement  Act.  ACTION  DE- 
EERRED,  pending  further  study  of  the  bill. 

A-539  —To  provide  under  the  Air  Pollution  Control 
Act  that  noise  shall  be  considered  an  air 
contaminant  and  at  a level  greater  than  108 
perceived  noise  decibels  shall  be  a prima  facie 
evidence  of  air  pollution.  APPROVED 

\ 

A-836  —Requires  every  school  bus  to  be  staffed  with 
a monitor  at  least  16  years  of  age  in  addi- 
tion to  the  driver;  effective  at  the  commence- 
ment of  the  school  year  next  succeeding  en- 
actment. DISAPPROVED,  because  the  De- 
partment of  Education  has  reported  that 
the  cost  and  the  administrative  impracticali- 
ties  of  the  measure  make  it  undesirable  legis- 
lation. 

A-1048  —To  prohibit  manufacture,  sale,  or  distribution 
of  recycled  paper,  cardboard  or  paper  prod- 
ticts  intended  for  use  as  containers  or  wrap- 
pers for  food  products.  NO  ACTION 

A-1179  —To  provide  for  licensing  of  audiologists  and 
speech  pathologists  by  the  Board  of  Medical 
Examiners  and  to  create  an  Examining  Com- 
mittee of  Audiology  and  Speech  Pathology. 
DISAPPROVED,  because  the  bill  does  not 
provide  that  the  audiologist  is  to  function  at 
the  direction  or  prescription  of  a duly  li- 
censed physician. 

A-1317  —To  provide  that  an  impounded  animal  shall 
be  destroyed  only  by  a method  generally  ac- 
ceptable to  the  veterinary  medical  profession. 
APPROVED 

A- 1321  —To  exclude  from  the  old  age  assistance  law 
definition  “lacks  adequate  support’’  all  ex- 


penditures for  medical  services  and  prescrip- 
tion drugs  for  treatment  of  a chronic  recur- 
ring nature  in  excess  of  30  per  cent  of  an 
applicant’s  income  and  resources  and  shall 
not  be  included  for  any  determination  of 
available  income.  APPROVED 

A-1322  —To  permit  freeholders  to  establish  county 
boards  of  health  under  a Local  Health  Serv- 
ices Act.  APPROVED 

A-1333  —To  require  all  packaged  baked  goods  to  bear 
a label  indicating  the  date  on  which  they 
were  baked.  NO  ACTION 

A- 1344  —To  prohibit  sales  of  dogs  for  purposes  of  ex- 
perimentation. DISAPPROVED,  because  it 
would  hinder  progress  of  scientific  animal  re- 
search, with  jeopardy  to  the  public  welfare. 

A-1352  —To  remove  from  the  Administrative  Pro- 
cedure Act  all  agencies  with  management  and 
operation  responsibility  of  State  educational, 
medical,  mental,  rehabilitative,  custodial, 
penal  or  correctional  institutions  or  pro- 
grams insofar  as  they  relate  to  internal  af- 
fairs. NO  ACTION 

A-1358  —To  provide  for  the  establishment  of  county 
residential  treatment  centers  for  emotionally 
disturbed  children.  DISAPPROVED,  because 
the  provision  of  treatment  by  qualified  medi- 
cal personnel  is  not  specifically  insured;  nor 
does  it  make  provision  for  a certificate  of 
need,  which  would  apparently  be  required. 

A-1374  —To  permit  minors  14  years  of  age  or  over  to 
work  outdoors  for  establishments  where  alco- 
holic beverages  are  served.  NO  ACTION 

A-1376  —To  establish  an  Ecology  Corps  in  the  Depart- 
ment of  Environmental  Protection.  NO  AC- 
TION 

A-1387  —To  provide  that  persons  accused  of  offense 
found  to  be  insane  shall  be  ordered  into  the 
custody  of  the  Commissioner  of  Institutions 
and  Agencies  for  placement  in  a State  insti- 
tution. APPROVED 

A-1394  —To  empower  the  Commissioner  of  Environ- 
mental Protection  to  adopt  rules  and  regula- 
tions to  control  and  prevent  the  accidental 
spillage  of  materials  which  may  cause  ad- 
verse effects  on  the  waters  of  the  State.  AP- 
PROVED 

A-1397  —To  require  persons  licensed  to  give  eye  ex- 
aminations to  notify  the  Director  of  Motor 
Vehicles  whenever  persons  examined  suffer 
from  uncorrectible  visual  deficiencies.  DIS- 
APPROVED, because  although  the  intent  of 
the  bill  is  commendable  it  lacks  adequate 
specific  standards  for  implementation. 

A-1403  —To  define  “hazardous  substance”  under  the 
Hazardous  Substances  Labeling  .\ct  to  in- 
clude any  substances  which  yield  quantities 
of  lead,  cadmium  or  toxic  metals,  or  metallic 
substances,  in  excess  of  standards  adopted  by 
the  Department  of  Health  pertaining  to  sub- 
stances used  to  contain,  store  or  serve  foods, 
beverages  or  drink  for  human  consumption. 
APPROVED 
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A-I413  —To  establish  a Division  of  Consumer  Health 
Services  and  and  Advisory  Council  on  Con- 
sumer Health  in  the  Department  of  Health. 
DISAPPROVED,  because  this  legislation  is 
unnecessary  in  view  of  existing  law. 

A- 142.3  —To  provide  that  all  packaged  ground  meat 
must  be  labeled  with  the  day  of  the  week 
and  the  month  it  was  ground.  NO  ACTION 

A-1434  —To  permit  municipalities  to  appropriate 
funds  for  use  of  nonprofit  organizations  car- 
ing for  mentally  retarded,  brain  injured,  or 
mentally  ill  persons.  APPROVED 

.\-1444  —To  prohibit  the  use  of  tractionized  or  re- 
grooved tires  on  school  buses.  APPROVED 

■A- 1474  —To  provide  that  no  dog  licenses  shall  be  is- 
sued unless  the  owner  provides  evidence  that 
the  dog  has  been  innoculated  with  anti-rabic 
vaccine.  DISAPPROVED,  because  the  bill  is 
not  equitable  in  that  it  provides  no  exemp- 
tion for  dogs  allergic  to  the  vaccine. 

A- 1478  —To  provide  for  direct  billing  by  the  providers 
of  clinical  laboratory  services  to  the  recipient 
of  the  services.  DISAPPROVED,  because  it 
would  raise  the  cost  of  laboratory  fees  by 
necessitating  the  addition  of  billing  and  col- 
lections procedures. 

A-1480  —To  require  all  persons  riding  in  a passenger 
automobile  equipped  with  seat  safety  belts 
or  manufactured  after  July  1,  1966  to  wear 
such  belts  and  to  provide  penalties.  DIS- 
APPROVED, because  there  are  certain  medi- 
cal conditions  in  which  the  wearing  of  seat 
belts  is  contra-indicated. 

A-1483  —To  require  that  each  bio-analytical  laboratory 
be  under  supervision  of  a person  licensed  to 
practice  medicine  and  surgery  and  certified 
in  clinical  pathology  or  a licensed  bio-ana- 
lytical laboratory  director.  DISAPPROVED, 
because  it  is  not  in  the  best  interest  of  the 
public.  Many  physicians  practicing  pathology 
are  certified  in  anatomical  pathology,  but  not 
clinical  pathology  although  they  have  exten- 
sive training  in  that  field.  Many  hospital  labo- 
ratories are  supervised  by  well-qualified 
physicians  who  are  not  certified  specialists  in 
clinical  pathology.  Therefore,  if  this  bill  is 
enacted  it  will  create  a crisis  situation  in 
many  New  Jersey  hospitals  that  are  provid- 
ing admirable  services  to  the  community. 

A-1488  —To  permit  the  Bureau  of  Children's  Services, 
any  physician,  any  superintendent  or  medi- 
cal supervisor,  or  a medical  facility  having  as 
one  of  its  objects  the  prevention  of  cruelty 
to  children  to  hold  a child  in  protective 
custody  without  court  order  for  48  hours  or 
until  the  next  court  session.  APPROVED 

A- 1490  —To  provide  that  facilities  and  programs  for 
handicapped  children  shall  be  chosen  by  the 
Board  of  Education  after  consultation  with 
the  county  child  study  team  and  the  par- 
ents or  guardians  of  the  child.  APPROVED 

A- 1497  —To  prohibit  practitioners  from  dispensing 
methadone  without  approval  of  the  Com- 
missioner of  Health  after  first  informing  him 
of  the  name  of  the  individual  to  be  treated 


and  amount  of  methadone  to  be  dispensed. 
ACTION  DEFERRED,  pending  furtlier  in- 
formation from  the  Committee  on  Drug 
Abuse. 

A1504  —To  provide  that  persons  subject  tocoinulsisc 

S-1106  seizures  wiio  have  not  experienced  such 
seizures  for  a period  of  one  year  shall  not  be 
denied  driving  privileges.  DISAPPROVED, 
because  under  existing  law  that  decision  rests 
with  the  discretion  of  the  Director  and  that 
discretion  can  bt;  tested  in  the  courts. 

.\-1506  —To  prohibit  spraying  of  pc-sticidcs  harmful 
to  human  life  on  any  farm  when  laborers 
are  in  the  fields.  APPROVED 

A-1.509  —To  exempt  emjrloyees  of  a humane  society 
from  prohibition  of  the  Controlled  Danger- 
ous Substairces  Act.  APPROVED 

.\-1510  —To  prohibit  spraying  of  pesticides  if  there  are 
persons  in  the  area  or  if  there  is  a risk  to  an 
adjacent  area.  DISAPPROVED,  because  it 
would  impose  extreme  restrictions,  which  for 
all  practical  purposes  would  make  the  spray- 
ing of  pesticides  impossible  with  consequent 
disadvantage  to  the  public  welfare. 

A-1513  —To  require  supermarkets  to  |)rovidc  public 
toilet  facilities.  NO  ACTION 

,-\-l.')16  —To  require  adult  attendants  on  .school  husos 
transporting  handicapped  children.  NO  AC- 
TION 

.A.- 152.5  —To  prohibit  the  operation  of  motor  vehicles 
manufactured  after  January  1,  1974  unless 
they  have  .seat  belts  for  all  seating  positions 
and  shoulder  belts  for  two  front  seats.  DIS- 
APPROVED, because  there  are  certain  medi- 
cal conditions  in  which  the  wearing  of  seat 
belts  is  contra-indicated. 

A- 1572  —To  provide  that  a license  may  be  suspended 
for  any  person  prescribing  or  dispensing  con- 
trolled dangerous  substances  in  an  indiscrimi- 
nate manner  or  where  the  licensee  reasonably 
knows  that  the  substances  previously  pre- 
scribed or  dispensed  were  used  for  illicit  con- 
sumption or  distribution.  APPROVED 

A-1574  —To  provide  that  it  shall  be  unlawful  to 
manufacture  or  offer  for  sale  any  glazed 
ceramic  tableware  which  releases  lead  in  ex- 
cess of  7 parts  per  million  or  cadmium  in 
excess  of  0.5  parts  per  million.  APPROVED 

.A- 1578  —To  pennit  the  Commissioner  of  Health  to 
grant  a waiver  of  the  requirements  of  ex- 
amination and  a public  health  degree  for  a 
health  officer's  license  for  persons  who  meet 
certain  requirements.  DISAPPROVED,  be- 
cause it  would  reduce  the  present  statutcuw 
qualifications,  with  hazard  to  the  public  in- 
terest. 

.A-1579  —To  provide  for  medical  examinations  of 
school  pupils  who  may  be  undcT  the  inllu- 
ence  of  drugs  by  either  the  medical  inspec- 
tor or  any  other  licensed  ph\sician.  AP- 
PROVED 

.A-1581  —To  provide  that  the  prohibitorv  provisions 
of  the  act  concerning  the  practice  of  medicine 
shall  not  apply  to  the  practice  of  acupunc- 
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tine  by  an  unlicensed  person  provided  the 
practice  is  carried  on  in  a medical  school 
and  the  primary  purpose  is  scientific  investi- 
gation. APPRO  J'ED 

,\  ir)fiO  —To  require  all  motor  vehicles  regularly  used 
to  transport  three  or  more  children  to  and 
from  school  to  display  a sign  on  the  rear  of 
the  vehicle  stating  "Caution-Vehicle  Trans- 
porting Children."  DISAPPROVED,  because 
it  is  impractical  of  enforcement. 

.\-1591  —To  provide  for  the  licensing  of  residential 
child  care  facilities.  NO  ACTION 

.A.-1601  —To  provide  that  every  motor  vehicle  under 
the  jurisdiction  of  a Board  of  Education  to 
transport  pupils  to  and  from  school  shall 
display  a sign  calling  upon  motorists  to  come 
to  a full  stop  while  the  school  vehicle  is  tak- 
ing on  or  discharging  pupil-passengers.  AP- 
PROVED 

.^-1609  —To  provide  for  a medical  examination  of 
school  pupils  who  may  be  under  the  in- 
fluence of  drugs  by  any  licensed  physician 
when  the  parents  or  guardian  consent.  DIS- 
APPROVED, because  this  measure  would  de- 
lay the  proct^ss  of  immediate  examination. 

.A-IGH  —To  permit  municipalities  to  license  and 
regulate  health  studios,  spas,  gymnasiums, 
and  any  other  public  facility  used  for  in- 
struction, training  or  assistance  in  physical 
culture,  body-building,  exercising,  reducing, 
figure  development,  or  any  other  physical 
skill.  NO  ACTION 

A-1629  —To  provide  that  any  correctional  institution 
officer,  who  suspects  any  inmate  is  using  any 
controlled  dangerous  substance,  shall  report 
his  findings  to  the  medical  officer  and  the 
inmate  shafl  thereupon  submit  to  any  anef  all 
valid  examinations.  APPROVED 

A-1630  —To  provide  that  the  Department  of  Environ- 
mental Protection  shall  promulgate,  within  6 
montlis  after  the  effective  date  of  this  Act, 
regufations  concerning  the  maintenance  of 
detailed  operational  records,  monitoring  and 
control  of  dangerous  gases,  prevention  of 
pollution  by  seepage,  and  special  treatment 
of  hazardous  wastes  under  “The  Solid  'U^aste 
Control  and  Landfill  Reclamation  Act.  AP- 
PROVED 

.-\-1635  —To  appropriate  $207,313  to  the  Division  of 
Health  Care  Facilities  to  carry  out  the  pur- 
poses of  the  Health  Care  Facilities  Planning 
Act.  NO  ACTION 

.\-1637  —To  provide  that  it  shall  be  the  duty  of  the 
Board  of  Education  to  arrange  that  any  pupil 
suspended  or  expelled  from  a public  school 
for  more  than  7 days  shall  be  examined  to 
determine  if  he  shall  be  classified  as  mentally 
retarded,  communication  handicapped,  neu- 
rologically  or  perceptually  impaired,  emo- 
tionally disturbed,  socially  maladjusted,  mul- 
tiple handicapped,  or  as  having  any  other 
learning  disability,  and  that  upon  the  ac- 
complishment of  such  determination  to  pro- 
‘■■de  suitable  educational  facilities  for  such 
'upil,  A ’PROVED 


A-1644  —To  provide  that  no  court  may  order  the  re- 
lease of  a person  on  his  own  recognizance  if 
charged  with  the  offense  of  treason,  murder, 
kidnapping,  mansfaughter,  armed  robbery, 
rape  or  sodomy,  or  if  the  aileged  victim  is 
under  16  and  the  person  is  charged  with  of- 
fenses of  carnal  abuse,  lewdness,  impairing 
morals  of  a minor  or  assault  with  intent  to 
commit  rape,  carnal  abuse  or  sodomy.  NO 
ACTION 

A-2004  —To  authorize  the  Department  of  Health  to 
establish  emergency  mobile  medical  care  pilot 
programs.  APPROVED 

A-2013  —To  permit  the  State  Department  of  Health 
and  Local  Boards  of  Health  to  provide  at 
public  expense  for  the  immunization  of 
pupils  from  diseases  which  are  required  to 
be  immunized  against  under  the  State  Sani- 
tary Code.  APPROVED 

A-2014  —To  provide  75  per  cent,  in  place  of  50  per 
cent.  State  aid  for  the  education  of  handi- 
capped children.  NO  ACTION 

A-2017  —To  require  persons  using  methadone,  on  a 
drug  rehabilitation  program,  to  surrender 
their  driver’s  license  to  the  Director  of 
Motor  Vehicles.  DISAPPROVED,  because  it 
would  inexcusably  stigmatize  the  individual 
being  rehabilitated  and  would  discourage 
recourse  to  the  methadone  rehabilitation  pro- 
gram. 

A-2020  —To  permit  applicants  for  examinations  to 
practice  medicine  and  surgery  to  declare 
citizenship  intent  in  an  affidavit  submittted 
to  the  Board.  APPROVED 

A-2030  —To  provide  that  the  owner  of  any  dog  shall 
be  liable  for  personal  injuries  caused  to  a 
person.  NO  ACTION 

A-2048  —To  repeal  Sections  3,  4,  and  5 of  P.L.  1952, 
Chapter  102  of  the  Prevention  of  Chronic 
Illness  Act  in  order  to  complete  reorganiza- 
tion of  tlie  Department  of  Health.  NO  AC- 
TION 

A-2052  —To  provide  that  no  person,  otherwise  eligible 
under  the  Medical  Assistance  and  Health 
Services  Act,  shall  be  denied  eligibility  for 
such  benefits  solely  on  the  basis  of  the  in- 
creased social  security  benefits  effective  Sep- 
tember 1,  1972.  APPROVED 

A-2067  —To  provide  for  reimbursement  of  licensed 
chiropractors  for  services  under  the  act  con- 
cerning medical  service  corporations.  AC- 
TIVE OPPOSITION,  because  the  services 
which  chiropractors  are  licensed  to  provide 
are  not  among  the  services  covered  by  medi- 
cal service  corporations.  They  are  not  li- 
censed or  recognized  as  physicians  or  stirgeons 
and  are  not  qualified— or  licensed— to  supply 
medical  and/or  surgical  ser\'ices  for  injuries 
and/or  disease  conditions. 

A-2068  —To  provide  for  reimbursement  of  licensed 
chiropractors  for  services  under  the  act  con- 
cerning health  insurance  other  than  group 
and  blanket  insurance.  ACTIVE  OPPOSI- 
TION, (See  A-2067) 
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A-2069 

A-207I 

A-2091 

A-2104 

A-2121 

A-2123 

A-2129 

A-2136 

A-2152 

A-2173 

Bills  to 
SCR-95 


—To  provide  for  reiinbursement  of  licensed 
chiropractors  for  services  under  the  act  con- 
cerning group  health  insurance.  ACTIVE 
OPPOSITION,  (See  A-2067) 

—To  remove  the  requirement  that  a person 
must  be  a citizen  of  the  United  States  to  re- 
ceive a license  to  practice  medicine  or  sur- 
gery in  this  State.  DISAPPROVED,  because 
the  present  mechanism  of  the  Declaration  of 
Intent  to  assume  citizenship  is  adequate  to 
open  to  foreign  physicians  the  avenue  to 
licensure. 

—To  provide  that  information  in  the  central 
registry  of  the  Bureau  of  Children's  .Services 
shall  be  made  available  to  social  caseworkers, 
probation  officers,  and  members  of  law  en- 
forcement agencies  determined  to  have  a pro- 
fessional interest  in  the  control  of  child 
abuse.  ACTION  DEFERRED,  pending 
turlber  information  from  the  Committee  on 
Child  Health. 

—To  provide  for  a summer  intern  program  in 
water  pollution  control  in  the  Department  of 
Environmental  Protection.  NO  ACTION 

—To  establish  a “Contracts  for  Health  Studio 
Services  Act”  to  provide  for  certain  require- 
ments, limitations  and  prohibitions  concern- 
ing such  contracts;  to  require  health  studios 
to  file  bonds  with  the  Director  of  Consumer 
Affairs:  and  to  provide  for  recovery  of  dam- 
ages upon,  and  a penalty  for,  violations. 
NO  ACTION 

—To  provide  that  special  need  to  intercept 
wire  communications  shall  include  a showing 
that  the  licensed  physician,  attorney  at  law, 
or  practicing  clergyman  is  personally  engag- 
ing or  was  engaged  over  a period  of  time  as 
part  of  a continuing  criminal  activity.  NO 
ACTION 

—To  provide  that  persons  convicted  of  dis- 
tributing controlled  dangerous  substances  to 
persons  under  18  years  of  age  or  convicted 
of  a second  often.se  shall  not  have  their 
sentences  suspended  nor  be  placed  on  proba- 
tion. NO  ACTION 

—To  provide  that  food  shall  be  deemed  mis- 
branded unless  it  bears  a label  indicating  the 
nutritive  value  of  the  food.  NO  ACTION 

—To  provide  that  the  use  of  terms  “cut-rate,” 
“discount,”  “bargain,”  or  similar  connotation 
in  connection  with  prices  for  prescription 
drugs  and  narcotics,  or  fees,  or  for  services 
relating  thereto  shall  constitute  grossly  un- 
professional conduct  under  the  act  concern- 
ing the  professional  conduct  and  practice  of 
pharmacists.  NO  ACTIO  N 

—To  grant  immunity  from  civil  liability  to 
hospitals,  clinics,  physicians,  surgeons,  resi- 
dent nurses,  or  resident  or  interns  on  the 
staff  of  a hospital  or  clinic  performing  tests 
and  taking  breath  or  blood  samples  at  the 
request  of  law  enforcement  officers.  AP- 
PROVED 

be  Noted  and  Filed: 

—To  amend  the  New  Jersey  Constitution  after 


rcferciuium,  to  provide  that  every  (lervm  un- 
der the  age  <>i  majority  shall  be  entitlerl  to 
protection  of  the  .State  in  seairing  him  from 
physical,  mental,  or  emotional  damage  or 
abuse. 

SCR- 109— To  memorialize  Congress  to  pass  apprrrpriatc 
legislation  io  study  the  creation  of  an  aid 
prograirr  for  “terminal  illness  " expenses  and 
to  authorize  legislatirjn  that  would  provide 
funding  therefor. 

SCR-112— d o amend  the  New  Jersey  Constitution,  after 
referendum,  to  provide  that  bail  shall  be  de- 
nied to  all  persons  charged  with  crimes 
which,  upon  conviction,  may  resirlt  in  a pen 
alty  of  death  or  life  imprisonment. 

SCR-2007— To  direct  the  Commission  of  Intergovern- 
mental Relations  to  develop  a program  for 
interstate  cooperation  in  (ombatitig  drug  ad- 
diction and  drug  related  critne. 

A-1365  —To  provitle  for  issuance  of  proof  of  age  to 
persons  18  years  of  age  by  the  Director  of 
Alcoholic  Beverage  Control. 

A-1494  —To  require  every  bicycle  to  be  equipped  with 
a front  and  rear  light  visible  at  least  '>00 
feet. 

A-1529  —To  appropriate  $1,500,000  to  the  Department 
of  Institutions  for  payment  to  the  Hudson 
County  Freeholders  for  emergenev'  aid  to 
Meadowbr(K)k  Hospital  for  Mental  Diseases, 
Berthold  .S.  I’ollak  Hosjtital,  and  the  Jersey 
Citv  Medical  Center.  c.213,  Dec.  29, 

1972) 

A-1545  —To  provide  that  the  Legislature  does  not 
intend  to  alter  the  services  relating  to  de- 
pendent and  neglected  children  for  persons 
18  to  21  years  of  age  who  avail  themselves 
of  school  or  training  programs  below  college 
level  or  who  retpiire  a course  of  treatment  lor 
emotionally,  cognitively,  or  physically  dis- 
abled pcTsons  liespite  the  new  age  of  ma- 
jority. (LA\\'  c.20(i,  Dec.  27.  1972) 

ACR-2001  — To  create  a commission  to  study  and  re- 
view the  penaltit's  currently  imposed  upon 
individuals  convicted  of  using  substances 
subject  to  the  Controlled  Dangerous  Sub- 
stances .-\cl. 

.\CR-2004— I n memorialize  the  I’resident  and  Congress 
of  the  I'nited  States  and  the  .Vdministrator 
of  \'eterans’  .Mfairs  to  establish  a veterans' 
hospital  in  central  New  Jersev. 

.■VCR-2010— l o authorize  the  Rutgers  Colk'ge  of  .Agri- 
culture anil  Environmental  Science  to  con- 
duct a studv  of  the  feasibility  of  establishing 
a four-vear  school  of  veterinary  medicine  as 
part  of  the  college. 

.AJR-18  — Eo  direct  the  .Attorney  General  with  as- 
sistance of  the  Commi.ssioner  of  Environmen- 
tal Protection  to  investigate  and  take  ncci-s- 
sarv  action  against  other  states,  instrumen- 
talities. or  per.sons  to  abate  nuisance  caused 
bv  dumping  and  disposal  of  solid  waste  at 
sea. 

.AJR-22  —To  authorize  the  Director  of  Motor  A’ehicles 
to  provide  space  on  all  drivers'  licenses 
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for  information  concerning  donations  under 
the  Uniform  Anatomical  Gift  Act. 

AJR-2003— To  designate  the  week  of  January  28  to 
February  3 as  “Blood  Donor  Week.” 

AJR-2005— To  create  a commission  to  study  acupunc- 
ture and  the  feasibility  of  licensing  practi- 
tioners of  acupuncture. 

AR-2009— To  authorize  the  Assembly  Air,  Water  Pollu- 
tion and  Public  Health  Committee  to  con- 
duct a study  of  and  to  hold  public  hearings 
on  the  practice  of  acupuncture  and  the  li- 
censing of  practitioners  thereof. 

Uniforni  Medical  Procedural  Terminology 
and  Code  Project  . . . Approved  the  follow- 
ing recommendation  of  the  Council  on  Medi- 
cal Services  pertaining  to  MSNJ  support  of  a 
project  which  would  involve  use  of  a test  form 
by  200  to  2.50  physicians  aimed  at  developing, 
on  a national  level,  a standardized  format  for 
Medicare  and  Afedicaid  billing  which  would 
put  the  terminology  in  the  hands  of  the  physi- 
cian; 

That  the  Board  of  Trustees  of  The  Medical  Society  of 
New  Jersey  regrets  that  it  cannot  support  this  pro- 
posal as  presented  but  suggests  that  equally  dependable 
and  complete  information  can  be  obtained  by  directly 
interviewing  physicians  selected  at  random. 

Policy  on  Injectables  . . . Approved  the  fol- 
lowing recommendation  from  the  Council  on 
Medical  Services  concerning  a communication 
from  I.  Fulton  Erlichman,  AI.D.,  Chief,  Bu- 
reau of  Profe,ssional  and  Technical  Services, 
to  J.  Ciharles  Breme,  M.D.,  Medical  Director  of 
the  Division  of  Medical  .Assistance  and  Health 
Services  (I  and  A),  pertaining  to  proposed 
changes  in  jjolicy  on  injectables,  including  im- 
munizations, and  the  removal  of  the  require- 
ments of  prior  authorization  for  injectable 
drugs,  and  listing  exceptions  that  are  not  re- 
imbtirsable  to  the  physician: 

That  the  Board  of  Trustees  recommend  to  the  Medicaid 
Negotiating  Committee  that  they  continue  to  maintain 
an  open  attitude  toward  obtaining  payment  for  in- 
jeclablcs  and  prosthetic  devices  supplied  by  physicians, 
and  that  there  should  he  continuing  pressure  by 
M.SNJ  in  this  area,  and  that  in  furtherance  thereof  ap- 
proval of  Ur.  Erlichinan's  memo  be  transmitted  to 
Dr.  Breme. 

Eye  Health  Screening  Program  . . . Ap- 
proved the  following  recommendation  from 
the  Council  on  Public  Health: 

That  the  Eye  Health  .Screening  Program  I)c  conducted 
in  1973,  during  the  month  of  September,  using  the 
same  procedures  as  in  previous  years. 


Screening  of  Hearing  in  Public  Schools  . . . 
Approved  the  following  recommendation  from 
the  Council  on  Public  Health; 

That  the  Council  on  Legislation  encourage  and  assist 
in  the  introduction  and  advancement  of  legislation 
that  will  provide  adequate  mandatory'  methods  of 
screening  of  hearing  in  New  Jersey  Schools. 

Assembly  Bill  1397  . . , Approved  the  follow- 
ing recommendation  from  the  Council  on 
Public  Health  concerning  A-1397  which 
would  oblige  physicians  and  optometrists, 
who  determine  that  a person  licensed  to  drive 
in  New  Jersey  has  an  “uncorrectable  visual 
deficiency  which  may  render  him  incapable  of 
operating  a motor  vehicle,”  to  notify  the  Di- 
rector of  the  Division  of  Motor  Vehicles  with- 
in seven  days  of  such  determination: 

That  the  Council  on  Legislation  oppose  A-1397  (be- 
cause the  provisions  of  this  bill  would  be  an  invasion 
of  privacy  between  doctor  and  patient  and  could  cause 
a patient  to  travel  out  of  state  to  get  an  eye  examina- 
tion, if  he  anticipated  a problem)  and  recommend 
that  Ibe  New  Jersey  Division  of  Motor  Vehicles  have, 
at  periodic  intervals,  re-examination  of  licensed  motor- 
ists, and  that  those  found  to  have  deficient  vision  be 
referred  for  proper  eye  care. 

Council  on  Public  Relations  . . . Approved 
the  Rejjort  of  the  Council  on  Public  Rela- 
tions, including  the  following  recommenda- 
tions, as  amended  by  the  Board.  (Italics  indi- 
cate Board  Amendment) 

1.  Fhat  the  Board  of  Trustees  approve  a meeting  of 
the  public  relations  chairmen  of  the  respective  county 
societies  for  discussion  of  particular  items,  and  to  ad- 
vise them  of  the  Council's  willingness  to  help  them  in 
their  public  relations  programs  and  problems. 

2.  That  the  Board  of  Trustees  approve  the  Council’s 
efforts  to  obtain  the  \'ice-President  of  the  United 
States  as  the  guest-speaker  at  the  dinner  of  the  Presi- 
dent of  MSNJ  in  conjunction  with  the  207th  Annual 
Meeting;  that  if  the  Vice-President  of  the  United  States 
is  unable  to  attend  the  207th  Annual  Meeting,  Casper 
Weinberger,  the  Secretary  of  HEW,  be  invited  to  be 
guest-speaker  at  the  President’s  dinner;  that  if  the 
secretary  of  HEW  cannot  attend,  the  Council  on  Pub- 
lic Relations  and  the  Executive  Committee  select  the 
guest-speaker  for  the  207th  Annual  Meeting. 

3.  That  the  Board  of  Trustees  approve  an  informal 
dinner-meeting  with  the  press,  probably  in  ,\pril. 

Committee  on  Publication  . . . .Approved  the 
following  recommendation  from  the  Commit- 
tee on  Publication: 

That  The  Medical  Society  of  New  Jersey  enter  into 
agreement  with  Xerox  University  Microfilms  to  have 
the  latter  reproduce  copies  of  The  Journal,  MSNJ,  in 
accordance  with  the  contract  submitted. 
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ScieJitiftc  Program  . . . Approved  the  follow- 
ing recommendations  from  the  Sub-Committee 
on  Scientific  Program: 

1.  That  a minimum-size  booth  space  in  the  Informa- 
tional Exhibits  be  reserved  for  JEMPAC,  without 
charge,  and  that  MSNJ  be  absolved  from  the  payment 
of  any  charges  for  special  booth  equipment,  furniture, 
electrical  outlets/connections,  etc. 

2.  That  contact  be  made  with  the  Director  of  the 
Division  of  Medical  Assistance  and  Health  Services 
urging  that  he  prepare  a letter  informing  the  members 
of  MSNJ  that  representatives  of  the  Division  will  be 
on  hand  at  booth  1-212  to  answer  any  and  all  questions 
concerning  New  Jersey  Medicaid;  and  if  the  proposed 
letter  is  prepared  for  mailing  to  the  membership,  the 
usual  charge  for  an  addressograph  run  be  waived. 

.S.  That  a letter  be  sent  to  the  New  Jersey  Commis- 
sioner of  Health  strongly  urging  him  to  prepare  an  In- 
formational Exhibit  on  the  exact  status  of  compre- 
hensive health  planning  and  what  is  required  for  a 
certificate  of  need. 

4.  That,  through  Richard  E.  Lang,  M.D.,  the  Steer- 
ing Committee  to  the  New  Jersey  Foundation  on 
Health  Care  Evaluation  be  requested  to  set  up  an  In- 
formational Exhibit  from  which  literature  and 
pamphlets  could  be  distributed  to  those  in  attendance 
at  the  207th  Annual  Meeting  of  MSNJ. 

5.  That  in  1973  there  be  first  and  second  place  award 
plaques  presented  to  New  Jersey  exhibitors;  first  and 
second  place  award  plaques  presented  to  out-of-state 
exhibitors;  a special  award  plaque  from  the  Sub- 
committee on  Scientific  Exhibits  to  be  presented  to  a 
New  Jersey  exhibitor;  certificates  of  merit  to  be  pre- 
sented to  students  from  each  of  New  Jersey’s  two  medi- 
cal schools;  and  honorable  mention  certificates  to  be 
presented  to  New  Jersey  and  out-of-state  exhibitors 
(number  of  certificates  to  be  determined  on  the  basis 
of  merit)  . 

6.  That  the  award  plaques  and  certificates  be  presented 
on  Monday  afternoon;  and  that  announcement  of  the 
winners  be  made  at  the  third  session  (Part  I)  of  the 
House  of  Delegates. 

Emergency  Medical  Care  . . . Approved,  as 
amended  by  the  Board,  the  following  recom- 
mendations from  the  Committee  on  Emer- 
gency Medical  Care: 

1.  That  a fully  developed  emergency  room  depart- 
ment of  a general  hospital  be  recognized  as  a separate 
clinical  department,  and  further  that  this  department 
be  headed  by  a qualified  physician  director. 

2.  That  the  Board  of  Trustees  approve  the  establish- 
ment of  standardized  emergency  department  records 
for  the  purpose  of  statistical  analysis  of  emergency 
room  care. 

3.  That  a very  critical  study  be  made  of  S-2008  and 
S-2009  (prehospital  cardiac  care  by  ambulance  per- 
sonnel) so  that  the  project  as  proposed  be  under  strict 
medical  supervision.  Adequate  training  of  the  person- 
nel involved  in  the  mobile  coronary  care  programs 
should  be  determined  by  the  State  Department  of 
Health  and  before  complete  implementation,  this  pro- 
gram should  be  reviewed  with  MSNJ. 


Family  Practice  as  Medical  Specially  . . . 
Ado])ted  the  following  as  the  official  position 
of  MSNJ  concerning  family  practice  as  a spe- 
cialty and  directed  that  Division  of  Medical 
Assistance  and  Health  Services  be  so  notified: 

That,  as  does  the  American  Medical  Association,  The 
Medical  Society  of  New  Jersey  recognizes  Family  Prac- 
tice as  a separate  medical  specialty  and  is  of  the  opin- 
ion that  specialists  in  Family  Practice  arc  entitled  to 
compensation  as  qualified  consultants  in  other  specific 
specialty  fields  when  their  hospital  staff  privileges 
recognize  them  as  such. 

Statement  on  Abortion  . . . Authorized  the 
issuance  of  the  following  statement  on  abor- 
tion: 

The  Medical  Society  of  New  Jersey  advises  its  mem- 
bers to  be  guided  by  the  official  interpretation  of  civil 
authorities  concerning  the  opinion  on  abortion  re- 
cently issued  by  the  U.  S.  Supreme  Court. 

In  accordance  with  a policy  decision  taken  by  the 
House  of  Delegates  of  The  Medical  Society  of  New 
Jersey  in  May  1972.  the  Society  urges  state  legislation 
that  will  embody  the  following  elements; 

a.  There  be  no  restriction  upon  the  performance  of 
abortion  up  to  the  end  of  the  Kith  week  from  com- 
mencement of  pregnancy,  except  those  of  good,  safe, 
medical  practice. 

b.  That  the  requirements  for  the  performance  of 
abortion  be:  (1)  that  the  pregnant  woman  gives  her 
consent;  (2)  that,  if  married,  her  husband  either  con- 
cur, or  sign  a release;  (3)  that  her  physician  agree 
that  her  health  would  safely  permit  it,  or  state  that 
her  physical  or  mental  health  requires  it. 

c.  A pregnant  woman,  age  18  or  over,  should  not  be 
required  to  obtain  parental  or  guardian  consent  for 
abortion. 

d.  Pregnant  girls  under  age  18  should  have  parental 
or  guardian  consent  for  abortion. 

e.  .\bortions  should  be  performed  only  in  those  areas 
of  hospitals  where  adecpiate  surgical  practice  can  be 
a.ssured  by  competent  medical  ]jcrsonnel. 

f.  No  physician  shall  be  required  to  perform  an  abor- 
tion, nor  shall  any  institution  be  required  to  allow  an 
abortion  to  be  performed  within  its  walls. 

g.  No  physician  or  medical  institution  can  be'  declared 
liable  for  having  performed  an  abortion  provided  that 
appropriate  written  permission  was  obtained  and  the 
procedure  was  done  according  to  accepted  standards. 

h.  No  abortion  shall  be  permitted  in  Now  Jersc'y  on 
any  woman  who  is  not  a bona  fide  resident  of  the 
state. 

i.  No  advertising  or  solicitation  of  patients  for  abor- 
tions, by  direct  or  indirect  methods,  in  or  outside  the 
■State  of  New  Jersey,  shall  be  permitted. 

Referral  of  Obstetrics  Cases  Under  Medicaid 
. . . Directed  that  the  Division  ol  Medical 
Assistance  and  Health  Services  (I  and  .A.)  he 
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notified  that  MSNJ  supports  the  position  of 
the  New  Jersey  Obstetrical  and  Gynecological 
Society  that  all  Medicaid  obstetrics  cases  be 
refened  out  of  the  hospital  clinic  to  a private 
physician,  unless  it  can  be  shown  by  the  hos- 
pital that  it  can  assign  a full-time  physician  to 
the  individual  clinic  patient  during  pre- 
partum,  intrapartum,  and  postpartum  peri- 
ods. 

External  Auditor  . . . Authorized  the  accept- 
ance of  the  proposal  for  the  1973  audit  from 
C.  Bergen  Groendyke  and  Company  at  a fee 
of  $3,000. 

Medical-Surgical  Plan  Activities  . . . Received 
the  following  report  on  recent  activities  and 
developments  of  Medical-Surgical  Plan: 

a.  The  Commissioner  of  Insurance  has  suggested, 


and  MSP  has  agreed,  that  MSP  subscribers  should 
be  reimbursed  for  that  portion  of  the  premiums  paid 
which  formerly  covered  medical  services  for  auto  ac- 
cidents but  which  will  no  longer  do  so  under  no-fault 
coverage  in  New  Jersey. 

b.  Within  the  last  year,  MSP  has  been  adding  to  its 
reserves,  in  consequence  of  the  rate  increase  which 
became  effective  on  February  1,  1971,  the  decreased 
utilization  of  maternity  benefits,  the  stabilization  of 
the  utilization  of  surgical  benefits,  increasing  revision 
of  payments  for  ineligible  laboratory  services  under 
Rider  J,  and  the  fact  that  about  60  per  cent  of  MSP’s 
business  is  now  experienced-rated. 

c.  Discussions  have  been  under  way  with  the  Commis- 
sioner concerning  the  possibility  of  making  changes  in 
payments  under  the  program  to  bring  those  payments 
in  balance  with  relative  value  considerations. 

d.  The  fact  that  the  majority  of  the  people  of  New 
Jersey  are  not  now  eligible  to  claim  full  service  bene- 
fits because  they  fall  in  the  low  income  level  has  led 
to  the  further  suggestion  that  MSP  should  issue  and 
sell  another  contract  with  income  levels  about  50  per 
cent  higher  than  in  the  present  basic  contract,  with 
premium  levels  increased  by  approximately  50  per  cent, 
and  with  the  schedule  of  payments  increased  approxi- 
mately 50  per  cent. 


U.S.  Health  Department  Proposed 


More  than  80  members  of  the  House  and 
Senate  introduced  legislation  that  would  es- 
tablish a separate  Department  of  Health,  a 
proposal  advocated  by  the  American  Medical 
Association  for  a century. 

Chief  cosponsors  were  a former  secretary  of 
Health,  Education,  and  Welfare,  Senator 
Abraham  A.  Ribicoff  (D-Conn.),  and  the 
chairmen  of  two  key  health  subcommittees. 
Senator  Edward  M.  Kennedy  (D-Mass.)  and 
Rep.  Paul  G.  Rogers  (D-Ela.).  Twenty-four 
Democratic  senators  and  60  Representatives, 
54  Democrats  and  6 Republicans,  had  signed 
the  Ijill  when  it  was  introduced.  Additional 
sponsors  were  expected  to  be  added  later. 

The  legislation,  which  would  break  up  HEW 
into  three  departments  ran  counter  to  Pres- 
ident Nixon’s  plan  for  government  reorgani- 
zation. His  plan  calls  for  merger  of  HEW 
into  a new,  even  bigger  Department  of  Hu- 
man Resources. 

The  .\MA  House  of  Delegates,  as  far  back  as 
1873,  adopted  a resolution  calling  for  a sepa- 


rate federal  department  “as  a means  of  pro- 
moting sanitary  science  and  the  protection 
of  the  public  health.”  In  1891,  the  delegates 
approved  appointment  of  a committee  “to 
memorialize  Congress  at  its  next  session  on 
the  subject  of  creating  a cabinet  officer  to  be 
known  as  the  secretary  of  public  health.” 

Through  the  years  the  House  of  Delegates 
has  reaffirmed  this  position,  the  most  recent 
such  action  havina:  been  taken  in  December. 
1970. 

“HEW,  as  presently  structured,  is  unwieldy, 
unmanageable,  and  unresponsive  to  the  ex- 
ecutive and  legislative  branches,”  Ribicoff 
said  in  a Senate  speech.  “No  secretary  can 
know  what  is  going  on  in  such  a huge  depart- 
ment, much  less  maintain  control  of  the  oper- 
ation and  policy-making  apparatus  of  such  a 
bureaucracy.  As  a former  secretary  of  HE^V,  I 
am  convinced  that  health  policy  can  be  more 
rationally  developed  and  the  health  programs 
of  our  nation  better  handled  if  they  are 
placed  under  the  jurisdiction  of  one  agency 
of  manageable  size,  a department  of  health.” 
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Relief  from 
minor  pain 
for 

increased 
range  of 
motion  in 

RHEUMATOID  and 
OSTEOARTHRITIS 


Ger-O-Foam,  when  massaged  into  the  skin, 
provides  increased  range  of  motion  by 
decreasing  pain  in  joints  affected  by 
rheumatoid  or  osteoarthritis.  “As  a surface 
analgesic  it  enhances  the  usefulness  of 
massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.”  ’ Ger-O-Foam’s  surface  analgesic- 
anesthetic  foam  relieves  minor  pain  fast  and 
lasts  for  long  periods  of  time. 

PRECAUTIONS:  Do  not  use  in  or  near  eyes, 
on  open  wounds  or  mucous  membranes.  Discontinue 
if  excessive  irritation  of  the  skin  develops. 
AVAILABLE:  ^V2  and  4 oz.  cans.  Approximately 
125  applications  in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A., 

Indust.  Med.  & Surg.  28:217,  May,  1959. 


GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine  3%  in  a specially  processed  emulsion 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research  ^ 
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The  treatment  of 


'mpotence 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


SotJtytUoio  tablet  contains: 
Hetbyl  Testosterone  ..2.5  mg. 
Ttoyrold  Ext(t/6  tr.)  ..10  me* 

Glutamic  Acid SO  mg. 

Thiamine  KCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
AvaitobJe: 

8oUles  of  too.  SOD.  1000. 


HICK  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Eit.('/t  gr.)  ...30  mg. 

Glutamic  Acid  SO  mg. 

Thiamine HCL  ....I...10mg. 
Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  SOO,  1000. 


Android-X 

EXTRA  HICK  POTENCY 
Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ....64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  ol  60.  SOO. 


Android-Plus 

WITH  NIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  {V*  gr.)  ...  1 5 mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

GlutamicAcid  100  mg. 

Pyridoxine  HCL S mg. 

Niacinamide  75mg. 

Calcium  Pantothenate  .10  mg. 
Vitamin  B-12  .......2.5  meg. 

Riboflavin  Smg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  SOO. 


Contraindications:  Android  Is  contraindicated  in  patients  with  prostatIc  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canalicuii  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  In  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headachy 
dimness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  Is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  In  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

R'tferoncoa:  1.  Monietano,  P.,  and  Evangelista.  I.  Methyltestosterone-thyrotd  treatment  of  setual 
impotence.  Clln  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  Impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A,  $.  Methyltestosterone-thyroid  In  treating  Impotence. 
Gen  Prae  2S:6,  1962.  4.  Heilman.  L.,  Bradlow,  K.  L.,  ZumofL  B.,  FukushIma,  0.  IL,and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:936, 
19S9.  S.  Fams,  E.  1.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  llothyrontne  on  spermatogenesTs. 
J Urol  79:863,  1958.  S.  Osol,  A.,  and  Farrar,  G.  E.  United  Slates  Dispensatory  (ed.  25).  UpplncotL  Phll^ 
delphia,  1955,  p.  1432.  7.  Wershub,  L P.  Sexual  Impotence  In  the  Male.  Thomas,  Springfield, 
m..  1959,  pp.  79-'99. 


Wrttt  for  llierature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 
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MayJie  the  patient’s  self-dia<ino- 
sis  is  right.  He  could  luive  hay 
fever.  But  that  l)right  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
tlie  nares,  strongly  suggests  that 
the  main  j)rohleni  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlving  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rliini- 
tis,  the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing sym|»lom-  of  ilrip.  congc-tion 
and  stufTinesh.  Try  Dimkimm* 
Kxtex  r\KS  . riicy're  formulated 
to  relieve  thc>c  >ymptoiU!-  with- 
out much  chance  of  cau>ing 
drowsiness  or  overstimulation. 
\ our  j»atienls  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  everv  12  hours. 


€yoMwr 


AUerffyf 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  pai  iiL.tifa!  'y , anin .loiai nirir^:^ 
in  overdosage  may  produce  convuioions 
and  death. 

PRECAUTIONS:  Administer  wiin  care  to 
patients  vvii:i  canjiso  or  peripheral  vascu- 
lar diseases  or  hypertension,  tintil  the 
patient's  ■'esponse  has  been  riKterrrhnocI, 
he  should  be  cn  jiioned  .aQainst  erigaging 
in  operations  requiring  alertness  .such  aa 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  aniirhu;. 
mines  should  be  w.arns“d  .ageinr.i  [jO'/.ihu 
additive  erfects  wh-  CMS  depr 

MPhnefaiPp 

Dimetane®  (brompheniramine  maleate). 
12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  It  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day's pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree.  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenapheif 
¥fith  Codeine 


Phenaphen  with  Codeine  No  2.  3.  or  4 contains-  Phenobarbital  (Vi  gr).  16  2 mg  (warning: 
may  be  habit  forming);  Aspirin  (2’/?  gr  ),  162  0 mg  ; Phenacetin  (3  gr  ),  194  0 mg  ; Codeine 
phosphate.  Vi  gr.  (No.  2),  Va  gr.  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications;  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage; 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature 

Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
^ stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond,  Va. 


Medical  College  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 

President,  CMDNJ 

The  Computer  as  a Tool  in  Medical 
Instruction 

For  two  years  a student  and  teaching  assis- 
tant, C.  R.  Brigham,  at  the  Rutgers  Medical 
School,  CMDNJ,  has  been  playing  an  impor- 
tant part  in  helping  to  develop  the  computer 
as  a tool  in  medical  instruction.  He  has  sjaent 
more  than  two  years  in  helping  to  research 
and  to  write  A Guide  to  Computer  Assisted 
Instruction  in  the  Health  Sciences,  which  will 
be  published  in  1973  by  the  United  States 
Department  of  Commerce.  Mr.  Brigham  is 
primary  author  of  the  work  which  was  co- 
authored by  Richard  J.  Cross,  M.D.,  Chair- 
man of  the  Department  of  Community  Medi- 
cine at  Rutgers  Medical  School,  CMDNJ, 
and  Martin  Kamp,  M.D.,  Chief  of  Instruc- 
tional Systems  at  the  University  of  California 
at  San  Francisco.  Publication  was  supported 
by  the  Lister  Hill  National  Center  for  Bio- 
medical Communications,  a division  of  the 
National  Library  of  Medicine  at  Bethesda, 
Maryland. 

The  guide  will  serve  as  a reference  work  for 
those  who  are  experimenting  with  computer 
teaching  methods  by  providing  them  w'ith 
the  most  up-to-date,  complete  listing  of  com- 
puter courses  in  the  world. 

The  body  of  the  publication  consists  of  the 


reports  from  205  schools  of  allied  health, 
medicine,  dentistry,  and  pharmacy  on  their 
plans  and  activities  in  computer-assisted  in- 
struction. It  also  includes  a list  of  362  com- 
puter-assisted courses  in  the  health  sciences, 
divided  by  subject  area  with  most  programs 
listed  under  allied  health,  dentistry,  pre- 
clinical  medical  subjects,  clinical  subjects, 
pharmacology,  and  veterinary  medicine. 

The  computer  provides  a highly  individual- 
ized type  of  instruction.  For  this  reason  it  may 
be  particularly  w’ell  suited  to  remedial  in- 
struction and  to  increasing  the  over-all  quality 
of  medical  education.  Computerized  instruc- 
tional material  is  also  relatively  easy  to  up- 
date. The  individual  actively  participates  in 
the  learning  process  wdth  a computer.  If  it 
is  w'ell  programed,  it  wall  ask  questions 
which  are  tailored  to  the  needs  of  each  user. 
The  computer  is  particularly  suited  to  por- 
traying the  role  of  the  patient  in  a physician- 
patient  encounter.  The  individual  assumes 
the  role  of  the  physician,  asking  questions 
about  the  health  of  the  computer-patient. 

The  student  can  also  receive  a computer 
print-out  of  the  blood  pressure,  laboratory 
tests,  and  other  procedures  which  woidd  in- 
dicate the  state  of  health  of  the  patient.  With 
all  this  information,  the  student  can  prescribe 
treatment  for  his  computer-patient.  Instruc- 
tion of  this  new  teaching  aid  w'ill  not  lighten 
the  w'orkload  of  the  faculty,  but  it  wall  mean 
more  time  for  personal  involvement  wdth  stu- 
dents. 


The  Old  Helping 

Many  of  the  younger  doctors  do  not 
know  that  there  exists  in  our  state  a 
unique  helping  hand  organization, 
known  as  the  Society  for  the  Relief  of 
the  Widows  and  Orphans  of  Medical 
Men  in  New  Jersey.  This  organization 
provides  immediate  financial  assistance 


Hand  Organization 

to  the  dependents  of  a deceased  mem- 
ber. It  lends  money  without  interest  to 
assist  widows  and  orphans  of  doctors 
wTo  have  known  adversity. 

For  details,  write  to  the  Society  at  P.O. 
Box  95,  Belleville,  New  Jersey. 
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PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

The  following  physicians  have  unilten 
to  the  Executive  Office  of  MSNJ  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physician.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 

ANESTHESIOLOGY— Naseer  M.  Raja,  M.D.,  1491  East 
191st  Street,  Euclid,  Ohio  44117.  King  Edward  (Paki- 
stan) 1965.  Board  eligible.  Group,  solo,  or  partner- 
ship. Available  June  1973. 

GENERAL  PRACTICE— Charles  Levitan,  M.D.,  2801 
South  King  Drive,  Chicago  60616.  Harvard  1972. 
Group,  partnership,  solo.  Available  July  1973. 

INTERNAL  MEDICINE— Shahnawaz  S.  Jaffer,  M.D.,  5173 
Whetstone  Road,  Richmond,  Virginia  23234.  Univer- 
sity of  Karachi  (Pakistan)  1967.  Board  certified.  Sub- 
spedalty,  gastroenterology.  Group,  associate,  or  part- 
nership. Available  July  1973. 

M.I.A.  Malik,  M.D.,  226  Lincoln  Avenue,  .Apt.  #-17, 
Newark  07104.  King  Edward  (India)  1962.  Board 
eligible.  Subspecialty,  pulmonary  disease.  Group, 
partnership,  or  associate.  Available  August  1973. 

Barry  J.  Weber,  M.D.,  30  Merle  Place,  Apt.  3-D, 
Staten  Island,  New  York  10305.  George  Washington 
University  1966.  Board  certified.  Subspecialty,  pul- 
monary disease.  Group  or  partnership.  Available 
July  1973. 

Tiac  Son  Co,  M.D.,  475  West  End  Avenue,  Apt.  5, 
North  Plainfield  07060.  Far  Eastern  University  1965. 
Board  eligible.  Solo  or  group.  Available  July  1973. 

Edward  Jang,  M.D.,  7 Hegeman  Avenue,  Apt.  10-D, 
Brooklyn  1 1212.  National  University  (Taiwan)  1965. 
Board  eligible.  Group  or  partnership.  Available  July 


OBSTETRICS-GYNECOLOGY-Ching-Ho  Lin,  M.D.,  115 
Browne  Street,  Apt.  3,  Brookline,  Massachusetts 
12146.  National  University  (Taiwan)  1965.  Board 
eligible.  Associate  or  partner.  Available  July  1973. 

W.  Kim,  M.D.,  791 1 Detroit  Avenue,  Cleveland  44102. 
Seoul  1961.  Board  eligible.  Group,  associate,  solo, 
institution.  Available  July  1973. 

OPHTHALMOLOGY— Steven  M.  Greenberg,  M.D.,  17- 
320  Whitcomb  Street,  Detroit,  Michigan  48235. 
Wayne  State  University  1969.  .Solo  or  partnership. 
Available  after  July  1973. 

ORTHOPEDICS — Pedro  F.  Bermann,  M.D.,  21  Hillcrest 
Road,  West  Caldwell,  New  Jersey  07006.  University 
of  Chile  1963.  Group  or  partnership.  Available 
March  1973. 

Ralph  Kuhn,  M.D.,  860  Main  Street,  Hackensack 
07601.  Tel  Aviv  (Israel)  1968.  Board  eligible.  Part- 
nership or  group.  Available  Julv  1973. 


R.  Loyde  Haney,  M.D.,  214  East  30th  Street,  New 
York  10016.  Miami  1964.  Board  eligible.  Solo,  part- 
nership, or  group.  Available  July  1973. 

OTOLARYNGOLOGY — Takamitsu  Nakamura,  M.D., 
3428  Woodcock  Court,  Memphis,  Tennessee  38116. 
Osaka  University  (Japan)  1960.  Board  certified. 
Available  July  1973. 

Stefan  A.  Kucincki,  M.D.,  20  Cedar  Street,  Taunton, 
Massachusetts  02780.  Warsaw  (Poland)  1959.  Board 
certified.  Group  or  association.  Available  June  1973. 

PEDIATRICS-Joh  W.  Kim,  M.D.,  1770  Grand  Con- 
course, Apt.  1-L,  Bronx  01457.  Pusan  (Korea)  1965. 
Board  eligible.  Group,  partner,  or  solo.  Available 
July  1973. 

Paul  Avondoglio,  M.D.,  42-30  Hampton  Street,  Elm- 
hurst, New  York  11373.  SUNY  (Downstate)  1969. 
Board  eligible.  Group  or  partnership.  Available 
July  1973. 

Chun  H.  Lu,  M.D.,  647  Albany  Avenue,  Apt.  1-F, 
Brooklyn,  New  York  11203.  Tai-Wan  1965.  Board 
eligible.  Group,  partnership,  association.  Available 
July  1973. 

Yun  Chul  Pak,  M.D.,  1533  Townsend  Avenue,  Apt. 
4-H,  Bronx,  New  York  10452.  Cho-Nam  University 
(Korea)  1965.  Board  eligible.  Group,  solo,  or  as- 
sociate. Available  July  1973. 

Yong-Ho  Shin,  M.D.,  3081  Edwin  Avenue,  Fort  Lee 
(NJ)  07024.  Korea  1964.  Board  eligible.  Group  or 
partnership.  Available. 

Nursel  Eryilmaz,  M.D.,  14235  Triskett  Road,  Apt. 
202,  Cleveland  44111.  Ege  University  (Turkey)  1964. 
Board  eligible.  Group  or  hospital.  Available  July 
1973. 

RADIOLOGY— Nurettin  Eryilmaz,  M.D.,  14235  Tris- 
kett Road,  Apt.  202,  Cleveland  44111.  Ankara  Uni- 
versity (Turkey)  1955.  Board  certified.  Group  or 
hospital.  Available  July  1973. 

Sudan  Deuskar,  M.D.,  1567  McGregor  Avenue,  Mon- 
treal 109,  P.Q.,  Canada.  Bombay  (India)  1968. 
Board  eligible.  Group,  associate,  partnership.  Avail- 
able July  1973. 

SURGERY — Chun  Hyun  Oh,  M.D.,  98-30  57th  Avenue, 
Apt.  9-L,  Corona,  New  York  11368.  Korea  1966. 
Board  eligible.  Group,  partnership,  or  solo.  Availa- 
ble. 

Romualdo  M.  Laygo,  M.D.,  28-14  Brookhaven  Ave- 
nue, Far  Rockaway,  New  York  11691.  Tomas  (Man- 
ila) . Solo,  group,  or  partnership.  Available. 

Suraphol  Arkkrapridi,  M.D.,  4545  Palisade  Avenue, 
Union  City,  New  Jersey  07087.  Thailand  1966.  Board 
eligible.  Group,  partnership,  or  solo.  Available. 

Ashwin  Mehta,  M.D.,  Church  Homes  Hospital,  lOO 
North  Broadway,  Baltimore  21231.  Baroda  (India) 
1960.  Board  eligible.  Full  time  in  hospital  or  in- 
stitution. Available  July  1973. 

THORACIC  AND  CARDIOVASCULAR  SURGERY— Ri- 
cardo M.  Cuaycong,  M.D.,  Box  68,  Happy  Valley 
Road,  South  Williamson,  Kentucky  25661.  Tomas 
(Manila)  1961.  Board  certified  in  General  Surgery. 
Board  eligible  in  Thoracic  and  Cardiovascular  Sur- 
gery. Group,  partnership,  or  solo.  Available  July 
197'3. 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Professional  Liability  Insurance  Program 

Society  Endorsed  Coverages — 

• Professional  Liability  for 

Individuals 

Partnerships  and  Professional  Corporations 
Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  Loss  Control  Program — 

• Claims  Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  in  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Ave.,  East  Orange,  N.J.  07018 
(201)  • 673-3060 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android  5= 

Methyltestosterone  N.F.-5  mg. 

Android  10 

Methyitestosterone  N.F.-10  mg. 


DESCRIPTION:  Methyltestosterone  is  17/?-Hydroxy-17Methylandrest-4-efi 
3-one. 

ACTIONS:  Methyltestosterone  Is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency. 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor- 
chidism with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  er  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre- 
cocious sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  FBI  may  be  decreased  in  patients  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume.  « Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention.  • Priapism  • Virili- 
zation in  female  patients  * Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Oosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION  Average  O^aily  Dosage 

in  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg. 

Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5.  10.  25  mg.  in  bottles  of  60,  250. 


Android  25 

Methyltestosterone  N.F.  -25  mg. 


Write  for  Literature  and  Samples  refer  to 


THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street,  Los  Angeles,  California  90057 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  \"alium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  w hat  his  response  has 
been.  Along  w ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  ed.  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  hy  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  anu  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  IfKal  pathology,  spasticity 
caused  by  upper  motor  neuron  disfirders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  re<]uiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  freipiency  and/or  severity  of  grand 
mal  seizures  may  reijuire  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  assfK'iatcd 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerlv’  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  Mtin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paraaoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  <Kcur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  bUxid 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Indiyidualize  for  maximum  beneficial  effect. 
Adults:  I'ension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  ncetfed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunetively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  I'ablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  .\ll  strengths  also  available  in 
lel-L-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


Dear  Doctor; 


The  American  Red  Cross 


advertising  contributed 

for  the  public  good  \ f.  y 


This  month’s  “Bio-Science  Reports,’’  on 
the  page  opposite,  is  another  service  of 
Bio-Science  Laboratories. 

From  time  to  time,  you’ii  be  seeing  dif- 
ferent reports  in  your  New  Jersey  State 
Medicai  Society  Journai  deaiing  with 
iaboratory  medicine  as  it  appiies  to 
your  ciinicai  practice. 

Overthe  past25  years,  physicians  such 
as  yourseif  have  found  that  our  iabo- 
ratory service  provides  a continuing 
source  of  accurate  resuits  and  heipfui 
iiterature.  An  additionai  service  is  pro- 
vided to  our  New  Jersey  ciients  through 
our  Branch  Laboratory  in  Phiiadeiphia. 

Piease  use  the  coupon  at  the  bottom  of 
the  “Bio-Science  Reports’’  to  request 
any  information  about  our  services,' 
fees,  or  free  starter  materiais;  or  caii  the 
Phiiadeiphia  office  and  ask  for  Dr.  Cari 
Aiper. 

We  are  iooking  forward  to  serving  you. 
Sincereiy, 


Donaid  C.  Cannon,  M.D.,  Ph.D. 
Director 


Bio-Science 

Laboratories 


I 

} 


Bio-Science  Reports 


The  Venereal  Disease 
Epidemic: 

How  To  Use  The  Laboratory 

In  our  newly  revised  “Laboratory  Aid”  (see  below) 
devoted  to  diagnosis  and  treatment  of  syphilis  and  gonor- 
rhea we  quote  Dr.  Sidney  Olansky:  “Therefore,  we  have 
reached  the  point  where  the  serologic  problems  associ- 
ated with  syphilis  almost  always  can  be  resolved  with  the 
proper  use  of  two  tests:  the  VDRL  slide  test  and  the  FTA- 
ABS  test.”  (“Serodiagnosis  of  Syphilis”  in  The  Medical 
Clinics  of  North  America  56:1145,  1972.)  From  our  broad 
experience  in  laboratory  services  devoted  to  the  diagnosis 
and  follow-up  of  syphilis  we  knowthat  the  “almost  always” 
part  of  Dr.  Olansky’s  statement  describes  those  situations 
which  are  most  troublesome  to  physicians. 

The  VDRL  test  is  somewhat  insensitive  in  very  early 
syphilis.  Thus  the  FTA-ABS  test,  not  ordinarily  considered 
a screening  procedure,  may  sometimes  be  the  test  of 
choice  in  those  instances  when  the  physician  suspects 
early  syphilis  in  the  face  of  a “Non-reactive”  VDRL  test. 

When  a diagnosis  of  syphilis  has  been  made,  the  effi- 
cacy of  treatment  should  be  checked  by  periodic  quanti- 
tative VDRL  tests  — not  by  the  FTA-ABS  test,  which  may 
remain  reactive  for  life  even  in  cured  syphilis. 

False  positive  VDRL  tests  are  usually  transient  and  of 
low  titer.  If  reactivity  persists,  the  clinician  should  suspect 
an  underlying  “auto-immune”  disturbance,  perhaps  SLE. 
Although  not  as  frequent,  false  positive  FTA-ABS  tests 
also  occur,  usually  because  there  is  another  disease 
involved;  however,  final  resolution  may  not  be  possible 
until  autopsy,  if  at  all.  The  question  of  whether  or  not  to 
start  antibiotic  therapy  becomes  strictly  a clinical  decision. 

A recently  described  modification  of  the  FTA  test  using 
CSF  is  available  from  our  laboratory  and  may  be  of  help 
for  physicians  faced  with  the  possibility  of  neurosyphilis 
in  older  patients  with  sero-negative  VDRL  and  reactive 
FTA-ABS  tests.  (Brit.  J.  Ven.  Dis.  48:97,  1972.) 


Some  Words  on  Gonorrhea 

Unfortunately,  a simple  inexpensive  screening  test 
analogous  to  the  VDRL  is  not  yet  available  for  gonorrhea. 
Transgrow  Collection  Kits  make  the  services  of  our  refer- 
ence laboratory  available  to  any  physician  seeking  “bac- 
teriological” confirmation  of  GC. 

The  Complement  Fixation  test  for  N.  gonorrhoeas  may 
be  of  value  in  uncovering  “hidden”  GC  in  the  relatively 
asymptomatic  female  and  in  the  Asian  variety  of  gonorrhea. 

In  Summary 

Bio-Science  Laboratories  offers  an  exceptionally  com- 
plete array  of  tests  to  aid  in  the  diagnosis  of  both  syphilis 
and  gonorrhea:  our  new  booklet,  “Laboratory  Aids  for  the 
Diagnosis  and  Treatment  of  Gonorrhea  and  Syphilis,”  is 
available  at  no  cost  or  obligation  to  guide  clinicians  in  the 
selection  of  the  appropriate  tests  and  in  the  interpretation 
of  test  results. 

Pertinent  Tests  Available  at 
Bio-Science  Laboratories 

VDRL,  qualitative,  quantitative,  and  pre-marital 
FTA-ABS 

FTA,  modified,  for  cerebrospinal  fluid 
Darkfield  examination  (local  clients) 

Direct  FA  stain  for  T.  pallidum 
(for  mailed  specimens) 

Gram  stain  and/or  FA  stain  for  N.  gonorrhoeas 
Complement-fixation  Test  for  antibodies  to 
N.  gonorrhoeas 

Routine  culture  for  GC  (local  clients) 

Transgrow  Collection  Kit  for  GC  cultures 
(for  mailed  specimens) 


Bio-Science 

Laboratories 


Main  Lab;  7600  Tyrone  Ave 
Van  Nuys,  California  91405 
Philadelphia  Branch: 

116  So.  Eighteenth  St. 
Philadelphia,  Pa.  19103 


n 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 

Van  Nuys,  California  91405  Dept.  X 

Philadelphia  Branch: 

116  So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 

Gentlemen:  Please  send  me  — 

□ A copy  of  your  booklet  on  LABORATORY 
AIDS  FOR  THE  DIAGNOSIS  AND  TREATMENT 
OF  GONORRHEA  AND  SYPHILIS. 

□ A STARTER  LAB  PACK  containing  a small 
supply  of  postage-paid  mailing  containers  and 
FEE  SCHEDULE. 


Name 


Address 


City 


State 


Zip 


poppi  Laboratory  Aids  for 

the  Diagnosis  and  Treatment 
of  Gonorrhea  and  Syphilis 


This  12-page  booklet,  written  by 
Drs.  Olitzky  and  Blaker  of 
the  staff  of  Bio-Science 
Laboratories,  contains 
a clear  and  graphic 
summary  of  the  value 
and  limitations  of  labo- 
ratory technics  in  the 
assessment  of  these  ve- 
nereal disease  problems. 
You  will  find  it  to  be  a quick 
and  ready  reference  to  update 
yourself  in  this  important  area 
of  laboratory  medicine.  Copies 
are  available  to  physicians  and  lab 
personnel  without  obligation.  Simply 
fill  out  and  mail  this  coupon. 


ANNOUNCEMENTS 


Seminar  on  Ethics  in  Biomedical  Sciences 

The  College  of  Medicine  and  Dentistry  of 
New  Jersey  announces  a series  of  four  “Pres- 
ident’s Seminars’’  on  ethics  in  biomedical 
sciences.  These  are  made  possible  by  a special 
grant  from  Merck  and  Company  of  Rahway. 
Sessions  will  be  held  at  the  Rutgers  Medical 
School,  CMDNJ,  University  Heights  Campus, 
Piscataway,  on  two  Wednesdays  in  April  and 
two  in  May.  The  schedule  is  as  follows: 


April  11  (7  p.ni.) 


April  25  (5  p.m.) 


May  9 (7  p.m.) 


Informed  Consent 
Vincent  P.  Collins,  M.D. 
University  of  Texas 

Genetic  Counseling 
James  R.  Sorenson,  Pli.D. 
Princeton  University 

DcTmition  of  Death 
Robert  M.  Veatch,  Ph.D. 
Institute  of  Society,  Ethics,  and 
the  Life  Sciences 


May  30  (5  p.m.)  AVorld  Health  Organization  and 
Mental  Health 
T.  Adeoye  Lambo,  M.D. 

World  Health  Organization 


A cjuestion  and  answer  period  will  follow 
each  presentation.  Further  information  may 
be  obtained  by  writing  to  the  College  of  Med- 
icine and  Dentistry,  100  Bergen  Street, 
Newark  07103. 


Clinical  Application  of  Basic  Sciences 

The  last  program  in  the  series  on  the  basic 
sciences,  offered  by  the  Burlington  County 
Memorial  Hospital,  will  be  held  on  April  12. 
I'he  subject  of  the  pre.sentation  is  “Myelo- 
jnoliferative  Disorders. 

I.ectures  are  supported  by  grants  from  Merck, 
Sharp,  and  Dohme,  Schering  Laboratories,  and 
Upjohn  Company.  Sessions  convene  at  3:30 
p.m.  in  the  Summey  Building.  AAFP  gives  one 
and  a half  credits  per  lecture.  Additional  in- 
formation may  be  obtained  from  the  Depart- 
ment of  Medical  Education,  Burlington  Coun- 
ty Memorial  Hospital,  Mount  Holly. 


Psychiatric  Graduate  Programs 

Fair  Oaks  Hospital  in  Summit,  in  cooperation 
with  the  Academy  of  Medicine  of  New  Jersey, 
has  arranged  the  following  programs  in  a 
series  on  continuing  education  in  psychiatry: 

April  11  Pharmacotherapy  of  Mental  Disorder 

George  M.  Simpson,  M.D. 

April  26  Pharmacotherapy  of  Mental  Disorder 

Nathan  S.  Kline,  M.D. 

May  16  Existential  Psychiatry 

Donald  H.  Gent,  M.D. 

May  24  Family  Therapy 

Jay  W.  Fidler,  M.D. 

Sessions  are  held  at  the  hospital,  19  Prospect 
Street,  Summit,  and  convene  promptly  at  3 
p.m.  Further  information  may  be  obtained 
from  Granville  L.  Jones,  M.D.,  Director  of 
Research  and  Education  at  the  hospital. 

Graduate  Lectures  in  Surgery 

Additional  programs  in  the  “Distinguished 
Lecture  Series”  offered  by  the  Department  of 
Surgery  of  the  New  Jersey  Medical  School 
(CMDNJ)  have  been  listed  as  follows: 

April  16  Experience  in  Civilian  Disasters 

Worthington  G.  Schenk,  Jr.,  M.D. 
Chairman,  Department  of  Surgery 
SUNY  at  Buffalo 

May  7 Far  Advanced  Arteriosclerotic 

Occlusive  Disease  of  Lower 
Extremities 

Ralph  A.  Deterling,  Jr.,  M.D. 
Chairman,  Department  of  Surgery 
Tufts  School  of  Medicine 

The  lectures  are  held  at  4 p.m.  in  the  am- 
phitheater, 2nd  floor,  Martland  Flospital, 
Newark.  There  is  no  charge.  Guarded  parking 
is  available  in  parking  area  “M”  at  12th  and 
Bergen  Streets.  Other  lectures  will  be  an- 
nounced in  a later  issue.  For  further  informa- 
tion, write  to  Eric  J.  Lazaro,  M.D.,  Professor 
of  Surgery,  Martland  Hospital  unit,  CMDNJ, 
65  Bergen  Street,  Newark  07107. 

Radiologic  Seminars 

Rutgers  Medical  School  (CMDNJ)  an- 
nounces the  following  program  in  its  series  of 
seminars  in  radiology: 
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April  18  Diagnosis  of  Renal  Masses 

Howard  M,  Pollack,  M.D. 

Episcopal  Hospital 

May  16  Head  and  Neck  Cancer 

Patrick  O’Kelley,  M.D. 

St.  Peter’s  General  Hospital 

Sessions  convene  at  5 p.m.  in  Link  Room  203 
at  the  Basic  Science  Building,  Rutgers  Medi- 
cal School,  New  Brunswick — no  fee.  Further 
information  may  be  obtained  by  writing  to 
Charles  P.  diLiberti,  M.D.,  Raritan  Valley 
Hospital,  257  Greenbrook  Road,  Green 
Brook,  New  Jersey  08812. 

Seminar  on  Family  Planning 

A tuition-free  seminar  in  family  planning  for 
family  practice  physicians  and  any  interested 
specialist,  sponsored  by  the  American  Col- 
lege of  Obstetricians  and  Gynecologists  and 
Temple  University  will  be  held  April  29  to 
May  4 in  Philadelphia.  It  will  focus  on  vari- 
ous aspects  of  family  planning:  the  chemical 
and  mechanical  means  of  contraception; 
reproductive  anatomy;  physiology  and  bio- 
chemistry; the  role  of  allied  health  personnel 
in  family  planning;  and  demography,  human 
sexuality,  and  socio-psychologic  aspects  of 
family  planning.  To  help  defray  expenses,  a 
per  diem  will  be  paid  to  physicians  accepted 
for  the  courses.  For  further  information, 
please  write  to  Howard  Osofsky,  M.D.,  Tem- 
ple University,  3400  North  Broad  Street,  Phil- 
adelphia 19104  (telephone  215-221-4110). 

Course  on  Trauma 

Announcement  is  made  of  a course  on  trau- 
ma sponsored  by  the  American  College  of 
Surgeons  for  May  9 to  May  12,  1973.  The 
course  will  be  presented  at  the  Sheraton- 
Chicago  Hotel  in  Chicago.  It  will  emphasize, 
but  not  be  limited  to,  the  handling  of  frac- 
tures. For  more  details,  write  to  the  Commit- 
tee on  Trauma,  c/o  Ralph  Lidge,  M.D.,  1300 
East  Central  Road,  Arlington  Heights,  Illi- 
nois 60005. 


Camp  tor  Diabetic  Children 

Remind  tlie  parents  of  your  dialietic  children 
that  the  New  Jersey  Dialjetes  .\ssociation  con- 
tinues, as  it  has  over  the  years,  to  provide  a 
good  camp  for  dialjetic  children  at  Stillwater, 
New  Jersey — (iamp  Nejeda.  1 he  facilities 
have  been  expanded  and  its  activities’  pro- 
gram is  bigger  and  better  than  ever.  l‘or  a 
brexhure  and  further  information,  please 
write  to  Mr.  Herbert  Burleigh,  Executive  Di- 
rector, New  Jersey  Dialjetes  .Asscx.iation,  317 
Belleville  .Avenue,  Bloomfield  07003. 

World  Conference  on  the  Environment 

The  World  Medical  .Association  is  cosponsor- 
ing a Conference  on  the  Human  Environ- 
ment, October  23-26,  1973,  in  Primosien,  Yu- 
goslavia, in  collaboration  with  the  .American 
Medical  .Association  and  the  United  States 
Department  of  Health,  Education,  and  AVel- 
fare.  The  progiam  covers  pollution,  the 
effects  of  urbanization,  housing,  waste  dispos- 
al, water  supply,  nutrition,  radiation,  and 
other  factors  on  humans.  The  responsibilities 
of  the  medical  and  allied  professions  in  im- 
proving the  environment  will  be  emphasized. 

This  meeting  is  a follow-up  on  the  United 
Nations  Stcxkholm  meeting  of  June  1972,  but 
because  it  will  be  attended  by  members  of  the 
Eastern  bloc  countries  (who  tvere  absent 
from  the  earlier  meeting) , it  should  have  a 
greater  impact  on  international  understand- 
ing and  good  will. 

Board  and  lodging  will  be  under  $10  a day. 
Registration  blanks  can  be  obtained  from 
The  \Vorld  Medical  .Association,  10  Colum- 
bus Circle,  New  A'ork  City  10019,  or  the 
Council  on  Environmental  and  Public 

Health  of  the  .American  Medical  .Association, 
535  North  Dearborn  Street,  Chicago  60610. 
The  ^V'^orld  Medical  .Association  is  made  up  of 
58  national  medical  associations. 
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MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


April 

10  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury 
Granulomatous  and  Ulcerative  Colitis 

11  Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  Hospital,  Paramus 

Renin  and  Hypertension 

11  Academy  of  Medicine  of  New  Jersey 
and  Clara  Maass  Memorial  Hospital 
Clara  Maass  Hospital,  Belleville 

Carcinoma  of  the  Cervix 

11  Academy  of  Medicine  of  New  Jersey 
B.  S.  Poliak  Hospital 
Jersey  City 
Proper  Use  of  Antibiotics 

11  Academy  of  Medicine  of  New  Jersey 
Butgers  Medical  School 
New  Brunswick 
Coronary  Artery  Disease 

11  Fair  Oaks  Hospital  and  Academy 
of  Medicine  of  New  Jersey 

Fair  Oaks  Hospital 

Pharmacotherapy  of  Mental  Disorders 

12  Academy  of  Medicine  of  New  Jersey 
and  Essex  County  Medical  Society 
Carriage  Trade,  East  Orange 

Foundations  for  Health  Care  Evaluation — 
“Hennepin  Plan” 

17  Academy  of  Medicine  of  New  Jersey 
Martland  Hospital 

Newark 

Thoracic  and  Cardiovascular  Cases 

18  Academy  of  Medicine  of  New  Jersey 
and  Clara  Maass  Memorial  Hospital 
Clara  Maass  Hospital,  Belleville 
Streptococcal  Infections 


18  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury 
Medicolegal  Problems  in  Daily  Practice 

18  Academy  of  Medicine  of  New  Jersey 
and  Mountainside  Hospital 
Mountainside  Hospital,  Montclair 
Ventricular  Dysrhythmias 

18  Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  Hospital,  Paramus 
Congenital  Heart  Disease  in  the  .\dult 

24  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury 
Cardiology 

25  Academy  of  Medicine  of  New  Jersey 
and  Clara  Maass  Memorial  Hospital 
Clara  Maass  Hospital,  Belleville 
Diseases  of  the  Adrenal  Gland 

25  Academy  of  Medicine  of  New  Jersey 
Hackensack  Hospital,  Hackensack 
Microbiology  of  Female  Genital  Tract 

25  Academy  of  Medicine  of  New  Jersey 
and  Mountainside  Hospital 
Mountainside  Hospital,  Montclair 
Heart  Block 

25  Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  Hospital,  Paramus 
Coronary  Artery  Surgery 

26  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbur)’ 
Mortahty  Conference 

26  Academy  of  Medicine  of  New  Jersey 
and  New  Jersey  Radiological  Society 
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The  Hospital  Center  at  Orange 
Interesting  X-rays  of  the  Montli 

26  Fair  Oaks  Hospital  and  Academy  of 
Medicine  of  New  Jersey 
Fair  Oaks  Hospital 
Summit 

Pharmacotherapy  of  Mental  Disorders 

30  Academy  of  Medicine  of  New  Jersey 
Ancora  Psychiatric  Hospital 
Hammonton 
Hypertension 

May 

2 Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury 

Hypophyseal  Pituitary  Diseases 

2 Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  Comity  Hospital 
Bergen  Pines  Hospital,  Paramus 
Hypoglycemia 

2 Academy  of  Medicine  of  New  Jersey 
and  Mountainside  Hospital 
Mountainside  Hospital,  Montclair 
Pacemakers 

8 Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury 
Hypoglycemic  Syndromes 

8 Academy  of  Medicine  of  New  Jersey 
Paul  Kimball  Hospital 

Lakewood 

Management  of  Renal  Failure 

9 Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  Hospital,  Paramus 
Medical  Problems  in  Anesthesiology 

9 Academy  of  Medicine  of  New  Jersey 
and  Mountainside  Hospital 
Mountainside  Hospital,  Montclair 
Exercise  Stress  Testing 

12-15  The  Medical  Society  of  New  Jersey 
Haddon  Hall,  Atlantic  City 
Annual  Meeting 


Academy  of  Medicine  of  New  Jersey 
Princeton  Universiri',  Princeton 
Heavy  Particles  in  Radiation  Therapy 

Fair  Oaks  Hospital  and  Academy  of 
Medicine  of  New  Jersey 
Fair  Oaks  Hospital 
Summit 

Existential  Psychiatry 

Academy  of  Medicine  of  New  Jersey 
and  Mountainside  Hospital 
Mountainside  Hospital,  Montclair 
Arterial  and  Venous  Pressure  Monitoring 

Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  Hospital,  Paramus 

Lymphoprolifcrative  Diseases 

Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury^ 

Recent  Advances  in  Psychiatry 

Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  Hospital,  Paramus 
Medical-Surgical  Cardiology  Conference 

Academy  of  Medicine  of  New  Jersey 
and  Mountainside  Hospital 
Mountainside  Hospital,  Montclair 
Potpourri 

Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
M orris  towm 
Diabetic  Neuropathy 

Academy  of  Medicine  of  New  Jersey 
and  New  Jersey  Radiological  Society 
The  Hospital  Center  at  Orange 
Interesting  X-rays  of  the  Month 

Academy  of  Medicine  of  New  Jersey 
and  Fair  Oaks  Hospital 
Fair  Oaks  Hospital,  Summit 
Family  Therapy 

Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  Countv  Hospital 
Bergen  Pines  Hospital,  Paramus 
Management  of  Shock 


13 

16 

16 

16 

22 

23 

23 

23 

24 

24 

30 
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30  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underw  ood  Hospital,  Woodbury 
Mortality  Conference 

30  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 
Difficult  Diabetic  Patient 

June 

6 Academy  of  Medicine  of  New  Jersey 
Rutgers  Medical  School 
New  Brunswick 

Annual  Awards  Dinner 

6 Academy  of  Medicine  of  New  Jersey 
and  Fair  Oaks  Hospital 
Fair  Oaks  Hospital,  Summit 

Psychosurgery  Today 


OBITUARIES 

Dr.  Marion  J.  Ciepielowski 

Death  came  on  February  1,  1973,  to  Marion 
}.  Caepielowski,  M.D.,  who  was  66  years  old 
at  the  time  of  his  passing.  He  was  a graduate 
of  Cracow  University  in  Poland  in  1934,  not 
to  mention  Buchenwald,  where  he  was  a pris- 
oner at  the  concentration  camp  for  four 
years  during  W'orld  "War  II.  From  1945  to 
1951,  he  worked  with  the  Allied  Red  Cross  in 
Central  Europe  and  came  to  the  United 
States  in  1952.  He  was  attached  to  RooseAelt 
Hospital  in  Metuchen,  serving  in  positions  of 
increasing  responsibility,  eventually  becoming 
•Assistant  Medical  Director. 

Dr.  Dean  H.  LeFavor 

•A  past-president  of  our  Burlington  County 
Medical  Society,  Dean  H.  LeFavor,  M.D., 
died  on  January  6,  1973.  He  was  a well- 
known  south  Jersey  family  doctor  who  had 
retired  from  active  practice  in  1965.  He  was  a 
Jefierson  Medical  College  alumnus,  class  of 
1924.  Dr.  I.eFavor  had  several  tours  of  duty 


12  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury 

Cardiology 

13  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury^ 

Lipid  Disorders 

19  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury 
Rheumatic  Diseases 

20  Academy  of  Medicine  of  New  Jersey 
and  the  Radiological  Society  of 

New  Jersey 

The  Hospital  Center  at  Orange 
Interesting  X-rays  of  the  Month 


as  fire  surgeon  and  as  police  surgeon  in  the 
borough  of  Palmyra,  and  he  tvas  a member  of 
the  Board  of  Health  there. 

Dr.  Frank  A.  Manzione 

On  January  14,  1973,  at  the  age  of  77,  Frank 
•A.  Manzione,  M.D.,  died  at  his  home.  Born 
in  1896,  he  received  his  M.D.  degree  from 
Boston  University’s  medical  school  in  1934. 
He  was  a general  practitioner  much  inter- 
ested in  geriatrics,  and  was  a Fellow  of  the 
.American  Geriatric  Association.  Dr.  Man- 
zione retired  from  active  private  practice  in 
1964.  He  has  been  a member  of  our  Passaic 
County  Medical  Society. 

Dr.  Marie  E.  Russell 

Marie  E.  Russell,  M.D.,  died  on  January  2, 
1973,  at  the  untimely'  age  of  57.  She  was  a 
1944  alumna  of  the  AA^omen’s  Medical  Col- 
lege. She  did  private  practice  of  pediatrics 
from  1947  to  1964  and  for  the  next  five  years 
was  a staff  physician  at  Elwyn  Institute  at 
Media,  Pennsylvania.  In  1969  she  became  as- 
sistant medical  director  of  the  AVoodbine 
State  Colony.  Dr.  Russell  was  a member  of 
our  Camden  County  Medical  Society. 
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BOOK 

REVIEWS 

U.  S.  Health  Care:  What's  Wrong  and  What's  Right. 

Stephen  P.  Strickland,  Ph.D.  New  York,  Universe  Books, 

1972.  Pp.  127.  (Softback— $2.45) 

This  short,  well  written,  and  timely  soft-cover  book 
is  an  excellent  survey  of  the  airrent  opinion  of  both 
our  medical  and  non-medical  citizens  on  the  needs  and 
priorities  of  health  care  in  our  country.  It  was  en- 
couraging to  learn  that  the  .American  people  still  have 
great  confidence  in  their  physicians  but  discouraging 
to  know  that  we  still  fail  to  provide  good  health  care 
to  so  many.  That  our  citizens  rank  health  care  among 
their  chief  preoccupations  is  no  surprise.  That  health 
care  professionals  seem  not  to  have  the  solution  for 
providing  good  health  care  for  all  is  a disappointment. 

Potomac  Associates  has  done  a service  for  all  of  us  in 
crystallizing  the  various  points  of  view  in  health  care. 
For  it  is  only  when  we  know  our  problems  that  we  can 
find  solutions  for  them.  Once  more  the  handwriting 
is  clear.  Our  people  demand  good  health  care  without 
undue  financial  hardship  for  all.  They  want  physi- 
cians to  guide  them  but  if  we  fail  to  lead  . . . there 
are  others. 

Recommended  and  should  almost  be  on  a required 
reading  list. 

Gerald  F.  Hansen,  M.D. 

Advances  in  Forensic  and  Clinical  Toxicology. 

A.  S.  Curry.  C.R.C.  Press,  Cleveland,  1972.  Pp.  280. 

Illustrated.  ($32.50) 

The  credentials  of  the  author  of  this  very  well-written 
and  well-organized  book  are  outstanding.  A forensic 
pathologist  and  toxicologist  of  many  years’  experience, 
he  is  director  of  the  home  office.  Central  Research 
Establishment  of  the  United  Kingdom.  The  author 
himself  read  over  5,000  articles  and  publications  in 
compiling  his  book  and  lists  1,500  current  references 
in  the  appendix,  all  of  which  were  catalogued  and 
corroborated  by  his  stalf.  The  presentation,  however, 
is  more  than  just  a dry  reference  work,  since  it  is 
filled  with  interesting  philosophical  excursions  and 
speculations. 

The  present  field  of  forensic  and  clinical  toxicology 
is  comprehensively  covered.  There  are  extensive  sec- 
tions on  common  household  and  industrial  toxins  and 
very  detailed  treatments  of  cannabis,  LSD,  morphine, 
and  other  compounds  causing  so  much  concern  these 
days  under  the  category  of  drug  abuse.  Methods  for 
the  detection  of  specific  drugs  and  classes  of  drugs  are 
well  detailed.  Experimental  methods  and  automation 
are  carefully  discussed.  The  author  gives  many  clinical 
examples  of  the  effects  upon  humans  and  animals  of 
the  substances  covered  and  discusses  the  gross  and 
microscopic  abnormalities  produced.  He  details  the 
biochemical  actions  of  the  compounds  and  their  effects 
on  cellular  function,  metabolic  processes,  and  enzyme 
systems. 

If  more  authors  wrote  with  an  interesting  style  and 
with  the  obvious  enthusiasm  for  their  subject  matter 
which  Dr.  Curry  demonstrates,  then  important  refer- 
ence books  (such  as  this  is)  would  be  pleasanter  and 
easier  to  read.  This  publication  will  be  of  interest  to 


toxicologists,  pathologists,  ]>ublic  health  physicians, 
industrial  physicians  and  to  anyone  who  has  the  oc- 
casion to  treat  or  to  diagnose  any  illness  related  to  a 
chemical  toxin. 

Melvin  H.  Frenndlich,  M.D. 

Rheumatic  Fever.  Edition  2.  Milton  Markowitz,  M.D. 

and  Leon  Gordis,  M.D.  Philadelphia,  Saunders,  1972. 

Pp.  309.  Illustrated.  ($11.50) 

Rheumatic  fever  is  one  of  medicine’s  more  interesting 
diseases,  germinating  in  a sometimes  inapparent  strepto- 
coccal infection  and  occasionally  tenninating  in  chronic 
cardiac  disease.  The  “before,"  “dtiring,”  and  "alter’’ 
of  rheumatic  fever  are  discussed  in  a monograph  by 
Dr.  Markowitz  and  Dr.  Gordis  which  is  eminently 
readable  and  generally  informative.  It  covers  all  as- 
pects of  the  disease  from  the  biology  of  the  strepto- 
coccus and  its  epidemiology,  to  the  pathology,  clinical 
manifestations,  diagnosis,  treatment,  and  sequelae  of 
the  acute  disease.  Prevention  of  initial  attacks  and 
recurrences  are  discussed  as  are  commtinity  health 
services.  An  appendix  lists  the  Jones  criteria  for 
“guidance  in  diagnosis"  and  otitlines  a inctlnKl  for 
culturing  the  throat. 

The  book  is  thorough  but  not  encyclopedic;  a search 
for  information  on  changes  in  the  white  hlood  cell 
count  during  the  acute  disease  was  unrewarding,  al- 
though mentioned  in  my  general  tnedical  text.  .Sugges- 
tions for  up  to  nine  months  of  bed  rest  and  gradual 
ambulation  in  carditis  (based  only  on  clinical  im- 
pression) seem  extreme  even  if  careful  diagnostic 
criteria  are  used.  Fhe  emotional  tratima  of  close  to  a 
year  of  forced  incapacitation  should  not  be  ignored. 
Despite  these  minor  criticisms.  I found  Rheumatic 
Fever  to  be  informative  anil  enjoyable  reading. 

Lonnie  H.  Hanauer.  M.D. 


Review  of  Zinsser  Microbiology,  15th  Edition.  Edited 

by  Wolfgan  K.  Joklik,  Ph.D.,  and  David  T.  Smith,  M.D. 

New  York,  Appleton-Century-Crofts,  1972,  Pp.  1,120. 

Illustrated  ($23.75) 

This  is  a handsome  book  both  in  size  and  content.  It 
is  well  botind,  attractively  firinted,  and  beautifully 
illustrated.  The  24  contribtitors  are  about  eqtially 
divided  between  M.D.s  and  Ph.D.s.  Included  are  sec- 
tions on  bacterial  physiology,  immtinology,  pathogenic 
bacteria,  Spirochaetaies,  Richettsiales,  basic  virology, 
clinical  virology,  medical  mycology,  anil  medical  para- 
sitology. Three  sections  (bacterial  physiology,  immu- 
nology, and  basic  virology)  are  new  with  this  15th 
edition  (and  make  up  almost  half  of  the  bixtbl  and 
are  excellent  reviews  of  current  knowledge  in  these 
areas  in  which  progress  is  being  made  so  rapidly,  .-\fter 
each  of  the  95  chapters,  sitggestions  for  further  reading 
include  book  reviews  and  selected  paiters.  It  is  inter- 
esting to  tiote  that  almost  all  of  these  references  (ex- 
cept those  dealing  with  historical  matters  or  original 
reports)  are  dateil  1968  or  later. 

The  editors  state  in  the  preface  that  this  is  a "new 
textbook  liesigned  primarilv  for  the  medical  stuilent 
working  within  the  framework  of  a mixlern  core  cur- 
riculum" (previous  editions  were  directed  also  to  prac- 
ticing phvsicians)  . I disagree.  This  book  should  be 
near  to  the  hand  and  eyes  of  everv  practicing  pathol- 
ogist. and  all  other  specialists  who  arc  involved  with 
infectious  or  immune  complex  diseases.  Here  is  a 
scholarlv  and  well-written  edition  of  a gpand  text- 
book first  published  in  1910.  I highly  recommend  it  to 
all  phvsicians  who  are  still  "students"  of  the  practice 
of  medicine. 

Hugh  E.  Luddeckc.  M.D. 
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ANESTHESIOLOGIST 

Urgently  needed  by  small  community 
hospital  in  southern  New  Jersey.  New 
Jersey  license  required.  Contact  Marcel 
J.  Schulmann,  M.D.,  131  Madison  Ave- 
nue, Mt.  Holly,  New  Jersey  08060 
(609)  261-0060. 


INTERNS  NEEDED 

GENERAL  PRACTICE  for  87  bed  fully  ac- 
credited community  hospital  in  Southern 
New  Jersey.  E.C.F.M.G,  Certificate— $1  8,- 
000— Blue  Cross/Blue  Shield.  Midway 
Philadelphia— Atlantic  City  30  minutes 
away.  Opening  July  1,  1973.  Send  full 
particulars  to  Box  No.  39,  c/o  THE 
JOURNAL. 


WANTED 

Established  seven-man  emergency  room 
Physicians  group.  Desires  expansion  to  staff 
Emergency  Room  for  progressive  600  bed 
medical  center.  Averages  43,000  out-patients 
per  annum.  Population  145,000.  Ideal  year 
round  climate.  Excellent  compensation  and 
working  conditions.  Adequate  leisure  time. 
Send  complete  resume  to: 

Damon  D.  King,  Administrator 
Medical  Center  of  Central  Georgia 
P.  O.  Box  6000 
777  Hemlock  Street 
Macon,  Georgia  31208 


HOUSE  FOR  SALE 

Highland  Park,  N.J. 

Ideal  for  doctor,  or  exec.  Charming,  older, 
2 story,  9 large  room,  3'/2  bath  home.  Big 
trees,  landscaped,  lOO'x  135' corner.  Of- 
fices possible  in  basement,  sep.  exits. 
Walk  to  excellent  schools,  shopping,  park, 
etc.  Perfect  for  entertaining  and  children. 
32  miles  to  N.Y.  by  car,  bus,  R.R.  Priced 
upper  70's.  Terms,  by  owner.  (201)  249- 
; 3424  or  (201)  257-5500. 


CLINICAL  PSYCHIATRIST 

Opening  for  Clinical  Psychiatrist  in  an  active 
psychiatric  section  serving  Mercer  County  at 
the  Trenton  Psychiatric  Hospital.  In-service, 
out-patient,  and  day  care  facilities.  Easy  ac- 
cess to  New  York,  Philadelphia  and  Shore 
areas.  Excellent  fringe  benefits.  Salary  ranges 
$17,909  to  $30,857. 

Write:  Martin  H.  Weinberg,  Medical  Director, 
Trenton  Psychiatric  Hospital,  Station  A.,  Tren- 
ton, New  Jersey  08625. 


PHYSICIAN  WANTED 

Internist  or  physician  experienced 
in  industrial  medicine  for  a full  time 
position  starting  July,  1973  with 
major  utility.  Excellent  salary  and 
fringe  benefits.  Send  curriculum 
vitae  to  Box  No.  45,  c/o  THE 
JOURNAL 

Equal  opportunity  employer. 


INTENSIVE  COURSE 
FOR  MEOICAL  HISTORY  - 
TAKING  IN  SIX  LANGUAGES 
FOR  MEOICAL  STUDENTS 
ANO  PHYSICIANS 

Twelve  hours  of  instruction  on 
Saturdays  and  Sundays  in  French, 
Spanish,  German,  Italian,  Polish 
and  Russian  based  on  the  Multi- 
lingual Manual  for  Medical  History 
Taking,  edited  by  Louis  R.  M.  Del- 
Guercio,  M.D.,  Director,  Depart- 
ment of  Surgery,  Saint  Barnabas 
Medical  Center,  Boston,  Little 
Brown  and  Company  1972. 

Starting  Date:  July  14,  1973 
Fee:  $30.00 

For  information  write: 

Abdol  H.  Islami,  M.D. 

Department  of  Graduate  Medical  Education 
Saint  Barnabas  Medical  Center 
Livingston,  New  Jersey  07039 
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CLASSIFIED  ADVERTISEMENTS 


GENERAL  SURGEON  —Seeks  group  or  partnership,  32. 
Willing  to  do  some  general  practice  or  emergency  room 
work.  Write  Box  No.  48,  c/o  THE  JOURN.'VL  or  call 
215-272-9577. 


INTERNIST —Seeks  group  or  partnership.  Board  eligible. 
Available  July  1973.  Edward  Jang,  M.D.,  Apt.  lOD,  7 
Hegeman  Avenue,  Brooklyn,  New  York  11212. 


INTERNIST-CARDIOLOGIST  WANTED -Board  certified, 
qualified  to  associate  with.  Internists-Cardiologist  and 
Gastroenterologist  in  Northern  New  Jersey  for  July 
1973.  Curriculum  vitae  with  reply.  VV^rite  Box  No. 
37,  c/o  THE  JOURNAL. 


PEDIATRICIAN  —Desires  to  join  a group  of  pediatri- 
cians. Board  certified.  Write  Box  No.  47,  c/o  THE 
JOURNAL. 


UROLOGIST  WANTED — Board  certified  or  eligible  to 
join  a busy  board  certified  Urologist  in  an  ideal,  beau- 
tiful suburban  I’hiladelphia  community.  Excellent  op- 
portunity. Lucrative  offer.  I.iberal  fringe  benefits.  .Ml 
corporation  advantages.  Early  partnership.  Write  l$ox 
No.  46,  c/o  T HE  JOURNAL. 


FOR  SALE  — Succasunna,  2i/2  year  old  English  tudor 
home,  exclusive  residential  area.  45  minutc-s  from  New 
York  City.  All  electric,  4 bedrooms,  2i/2  baths,  3 fire- 
places, heated  slate  floor  in  rec  room,  central  air  and 
vacuum,  stained  glass  window,  2-car  garage.  Many 
built-ins.  Each  room  uniquely  opulent  in  design. 
Phone  201-584-.5570. 


BUY  OR  RENT— Orange,  large  home,  2-car  garage,  fur- 
nished office,  air  conditioned,  w/w  carpeting,  active 
family  practice  26  years,  on  bus  line.  Call  (201)  674- 
4858  or  write  J.  J.  Kenny,  M.U.,  392  Tremont  Avenue, 
Orange,  New  Jersey  07050. 


Information  for  Advertisers — RATES:— S5.00  per  insertion  up  to  25  words:  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  "Write  Box  No.  000,  c/o  THE  JOURNAL”  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


MONMOUTH  COUNTY 

HAZLET — Large  home — 16  rooms,  5 
spacious  baths,  wired  200  Amps,  w/220 
and  110  current,  and  all  copper  piping. 
Ideal  buy  w/ample  parking  space — ex- 
cellent for  Doctor  specializing  in  Aller- 
gies or  for  a practicing  Chiropractor,  a 
Dentist — any  type  of  Doctor  or  Profes- 
sional Man.  For  all  pertinent  details  on 
this  AAA  buy,  call  APOLLO. 

HAZLET — A MUST  SEE — Beautiful  and 
roomy  4 bedroom,  2 bath.  Split  on  a 
little  over  Vi  acre  of  land,  conveniently 
located  to  all  necessities.  Newly  painted 
in  and  out,  w/w  carpeting  and  Swim- 
ming Pool  and  Cabana.  Perfect  for  Pro- 
fessional Man  or  Mother/Daughter 
combo.  Asking  $47,900. 

APOLLO 
AGENCY,  INC. 

Member  Monmouth  Cty  Multiple  Listing 

3370  Hwy  #35  Hazlet  201-739-0100 


KESSLER  INSTITUTE 
FOR  REHABILITATION 

West  Orange,  New  Jersey 

• A voluntary,  non-profit,  non-sectarian 
specialty  hospital  and  rehabilitation 
center  for  physically  handicapped  chil- 
dren and  adults  providing  intensive  and 
comprehensive  medical,  social,  psy- 
chological, and  vocational  services  for 
patients  with  any  physical  impairment 
due  to  a congenital  condition,  accident 
or  disease. 

• In-patient  and  out-patient  service  fa- 
cilities include  a 48-bed,  air-conditioned 
in-patient  wing,  swimming  pool,  and 
modern  treatment  facilities. 

• Fully  accredited  by  the  Joint  Com- 
mission of  Accreditation  of  Hospitals, 
and  the  Commission  on  Accreditation 
of  Rehabilitation  Facilities. 

• Provider  of  Services  under  Medicare 
and  Medicaid. 


ADMISSION  BY  MEDICAL  REFERRAL  TO 
DIRECTOR  OF  ADMISSIONS 

RICHARD  A.  SULLIVAN,  M.D., 
Medical  Director 

HENRY  H.  KESSLER.  M.D., 
Director  of  Professional 
Education  and  Research 

WILLIAM  K.  PAGE,  Executive  Director 
Telephone:  731-3600 
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BEHY  BACHARACH  HOME 
for 

AFFLICTED  CHILDREN 

24th  and  Atlantic  Avenues 

Greetings 
Members  of 
The  Medical  Society  of 

Longport,  New  Jersey  08403 

New  Jersey 

Comprehensive  rehabilitation  program  for 
handicapped  children  between  age  limits 
2 years  to  14  years  of  age.  (Spina  bifidas; 

• 

perrhes  disease;  rheumatic  heart;  cerebral 
palsy,  etc.) 

KATE  MACY  LADD 

Services  included:  Physical  medicine;  physi- 
cal therapy;  speech  therapy;  psychological 

Convalescent  Home 

services;  social  service;  recreational  activi- 

FAR  HILLS,  N.  J. 

ties;  24  hrs,  registered  nursing  service;  ex- 

John  F.  Dixon,  Jr.,  M.D.,  D.A.B.F.P., 

cellent  dietary  service.  All  our  medical  staff 
and  professional  personnel  are  fully  certi- 

Medical  Director 

fled. 

Write  or  contact:  Executive  Director 
Telephone:  822-2125  822-2126 

Don  T.  Van  Dam,  M.D., 

Asst.  Medical  Director 

SOUTH  MOUNTAIN 
LABORATORIES ‘INC 

for  CONTROL-RESEARCH 


SERVICES  IN 


• PHARMACOLOGY 

• ENDOCRINOLOGY 

• TOXICOLOGY 

• COSMETICS 


• BIO-ASSAY 

• PLASTIC  IMPLANT 

• HUMAN  SKIN  TESTING 

• BIOAVAILABILITY 


487  Valley  Street,  Maplewood,  N.  J.  07040 
phone  (201)  762-0045 
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Please  visit  us 
in  Atlantic  City  at 
The  Medical  Society 
of  New  Jersey’s 
Annual  Meeting 


Our  physician  Medical  Advisors  and  representatives  of  our  Phys- 
ician Relations  staff  will  be  in  the  Blue  Shield  Booth  to  welcome 
members  of  the  profession  during  the  annual  meeting  of  The  Med- 
ical Society  of  New  Jersey  in  May. 

We  are  looking  forward  to  answering  your  questions  concerning 
any  or  all  of  our  recent  and  proposed  changes  in  fee  schedules. 

As  you  know,  Blue  Shield  has  improved  its  basic  $500  fee  schedule 
by  making  certain  adjustments  to  eliminate  inequities,  and  has 
increased  the  entire  basic  schedule  by  five  percent. 

Blue  Shield  also  has  proposed  an  entire  new  program,  with  fee 
schedules  50  percent  higher  than  the  adjusted  $500  schedule,  with 
income  levels  of  $7,500  for  a single  coverage  and  $12,000  for  fam- 
ily coverage  and  with,  of  course,  a higher  premium. 

We  welcome  the  opportunity  to  discuss  these  or  other  matters 
with  you.  In  any  event,  please  stop  for  a friendly  visit. 


Blue  Shield® 


Medical-Surgical  Plan  of  New  Jersey 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium"25  mg 

(chlordiazepoxide  HCI) 


Tlie  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  i\s  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  issei'ere,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 


Benefits -to-risks  ratio 
permits  higher  dosage 


For 


over  1 years. 


Librium  hics  been  recog - 


Before  prescribing,  please  consult  con  # 
plete  product  information,  a summary  of  i 
which  follows:  | 

Indications:  Relief  of  anxiety  and  tensic  ' 
occurring  alone  or  accompanying  various  disea  . 
states. 

Contraindications:  Patients  with  knowr  t 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possil  i 
combined  effects  with  alcohol  and  other  CNS  1 
depressants.  As  with  all  CNS-acting  drugs,  cam 
patients  against  hazardous  occupations  requirii 
complete  mental  alertness  (e.g.,  operating  mad 
ery,  driving).  Though  physical  and  psychologii 
dependence  have  rarely  been  reported  on  recor 
mended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  mig' 
increase  dosage;  withdrawal  symptoms  (indue 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturate 
have  been  reported.  Use  of  any  drug  in  pregna 
lactation,  or  in  women  of  childbearing  age  reqi  A 
that  its  potential  benefits  be  weighed  against  ii  | 
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ni2cd  for  its  excellent 
benefits-to-risks  ratio,  an 
tisset  in  the  highei'  dosage  ranges  ;ts  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  ffexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  se\|rfRRARY 
anxiety  has  been  reduced.  Librium  dosage  should  be 
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correspondingly  reduced  or  discontinued  entirely. 

APR  1 2 1973 


basic  support 
in  severe  anxiety 

Libriunf  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 


HEW  YORK  ACADEMY 

QEMEOlCUtf 


, Roche  Laboratories 
ROCHE  y Division  of  Hoffmann-La  Roche  Inc 
' Nutley  N J 07110 


possible  hazards. 

Precautions:  In  the  elderly  and  debilitate 
and  in  children  over  six,  limit  to  smallest  effec  . 
tive  dosage  (initially  10  mg  or  less  per  day)  to  ; 
preclude  ataxia  or  oversedation,  increasir 
ally  as  needed  and  tolerated.  Not  recon 
in  children  under  six.  Though  generall 
ommended,  if  combination  therapy  wi 
psychotropics  seems  indicated,  carefull 
individual  pharmacologic  effects,  parti 
use  of  potentiating  drugs  such  as  MA( 
and  phenothiazines.  Observe  usual  pre 
presence  of  impaired  renal  or  hepatic 
Paradoxical  reactions  ( e.g.,  excitement  ^ 
and  acute  rage)  have  been  reported  in 
patients  and  hyperactive  aggressive  chil  ^ 
Employ  usual  precautions  in  treatmen 
states  with  evidence  of  impending  de 
suicidal  tendencies  may  be  present  an 
measures  necessary.  Variable  effects  o 
coagulation  have  been  reported  very 
patients  receiving  the  drug  and  oral  a 
lants;  causal  relationship  has  not  beei 
clinically. 

Acjverse  Reactions:  Drowsiness  | 

confusion  may  occur,  especially  in  the 

debilitated.  These  are  reversible  in  mos | 

by  proper  dosage  adjustment,  but  are  also  occ  ' 
sionally  observed  at  the  lower  dosage  ranges.  ; 
few  instances  syncope  has  been  reported.  Alst®-  / 
countered  are  isolated  instances  of  skin  erupt  fs, . 
edema,  minor  menstrual  irregularities,  nauseffiv ' 
constipation,  extrapyramidal  symptoms,  inente  ; 
and  decreased  libido— all  infrequent  and  gentJl'  , 
controlled  with  dosage  reduction;  changes  in  F‘ 
patterns  (low-voltage  fast  activity)  may  appe, 
during  and  after  treatment;  blood  dyscrasias  ► 
eluding  agranulocytosis),  jaundice  and  hepat 
dysfunction  have  been  reported  occasionally,  ». 
ing  periodic  blood  counts  and  liver  function  s, 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  contain: g 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HC 
Libritabs®  Tablets  containing  5 mg,  10  mg  o 
25  mg  chlordiazepoxide. 
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CHECK  LIST  FOR  SA  VINGS 

under 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 
ENDORSED  INSURANCE  PLANS 


can  all  he 
long  term 

$2200  Monthly  Accident  and  Health 

new,  1973 

$2500  Professional  Overhead  Expense  Plan 

increased 
from  $150,000 

$250,000  Term  Life  Insurance 

$25,000  Major  Expense 

$200,000  Six  Point  High-Limit  Accident 

new,  1973 

Guaranteed  Issue  EPIC  Auto  Insurance 

just  increased 

$60  a day  Hospital  Money 

$2500  Tax-deductible  KEOGH  Plan  and 
Corporate  Master  Plan 

CHECK  THIS  LIST  AGAINST  YOUR  COVERAGES  — ASK  FOR  FREE 
NOORLIGATION  INFORMATION  ABOUT  THE  NEW  MONEY-SAVING 

PU4NS! 

E.  & W.  BLANKSTEEN 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 


75  Montgomery  Street,  Jersey  City,  NJ.  07302 


(201)  3334340 


I could  go  home  today. 
But  let’s  give  Fred 
a good  taste  of  what  it’s  like 
to  be  alone  with  the  kids’.’ 


Utilization  Control  is  Everyone’s  Responsibility. 


There  is  no  doubt  that  utilization  control 
is  the  responsibility  of  patients  as  well  as 
physicians  and  Blue  Shield  itself.  During 
the  next  year  we  plan  to  continue  to  explain 
this  responsibility  to  subscribers. 

In  1972  Blue  Shield  was  able  to  add  more 
than  $1  million  to  the  reserve  through 
stabilization  of  utilization  of  surgical  serv- 
ices, largely  the  result  of  the  effectiveness 
of  hospital  tissue  and  audit  committees. 

Another  real  savings  to  the  Plan,  more  than 
$250,000,  was  the  result  of  audit  reviews 
which  prevented  improper  payments  and 
also  resulted  in  refunds  by  142  physicians. 

These  funds  were  a significant  portion  of 
the  monies  which  enabled  us  to  make  more 
than  400  upward  revisions  in  the  500  and 


575  fee  schedules  and  to  implement  a five 
percent  increase  in  all  fees  after  the  rela- 
tive value  adjustments.  The  improvements 
were  effective  April  1,  1973. 

These  changes  will  result  in  an  annual  in- 
crease of  $7,000,000  in  payments  for  physi- 
cians’ services,  will  provide  a fairer  fee  for 
the  participating  physician  for  his  services 
to  low  income  subscribers,  and  will  pay  a 
larger  portion  of  the  medical  bills  of  the 
80%  of  Blue  Shield  subscribers  whose  in- 
comes are  above  $5,000  for  single  persons 
or  $7,500  for  a family. 

Prevention,  detection  and  elimination  of 
overuse,  are  the  responsibilities  of  pa- 
tients, physicians  and  Blue  Shield.  Effec- 
tive utilization  control  benefits  physicians 
and  subscribers. 


Blue  Shields 


Medical-Surgical  Plan  of  New  Jersey 


The  American  Red  Cross 

advertising  contributed 
for  the  public  good 


Dear  Doctor: 

This  month’s  “Bio-Science  Reports;’  on 
the  page  opposite,  is  another  service  of 
Bio-Science  Laboratories. 

From  time  to  time,  you’ll  be  seeing  dif- 
ferent reports  in  your  New  Jersey  State 
Medical  Society  Journal  dealing  with 
laboratory  medicine  as  it  applies  to 
your  clinical  practice. 

Over  the  past  25  years,  physicians  such 
as  yourself  have  found  that  our  labo- 
ratory service  provides  a continuing 
source  of  accurate  results  and  helpful 
literature.  An  additional  service  is  pro- 
vided to  our  New  Jersey  clients  through 
our  Branch  Laboratory  in  Philadelphia. 

Please  use  the  coupon  at  the  bottom  of 
the  “Bio-Science  Reports’’  to  request 
any  information  about  our  services, 
fees,  or  free  starter  materials;  or  call  the 
Philadelphia  office  and  ask  for  Dr.  Carl 
Alper. 

We  are  looking  forward  to  serving  you. 
Sincerely, 


Donald  C.  Cannon,  M.  D.,  Ph.  D. 
Director 
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Bk>-Science  Reports 


I 

The  Venereal  Disease 
Epidemic: 

How  To  Use  The  Laboratory 

1 

In  our  newly  revised  “Laboratory  Aid”  (see  below) 
devoted  to  diagnosis  and  treatment  of  syphilis  and  gonor- 
rhea we  quote  Dr.  Sidney  Olansky:  “Therefore,  we  have 
reached  the  point  where  the  serologic  problems  associ- 
ated with  syphilis  almost  always  can  be  resolved  with  the 
proper  use  of  two  tests:  the  VDRL  slide  test  and  the  FTA- 
ABS  test.”  (“Serodiagnosis  of  Syphilis”  in  The  Medical 
Clinics  of  North  America  56:1145,  1972.)  From  our  broad 
experience  in  laboratory  services  devoted  to  the  diagnosis 
and  follow-up  of  syphilis  we  know  that  the  “almost  always” 
[part  of  Dr.  Olansky’s  statement  describes  those  situations 
(which  are  most  troublesome  to  physicians. 

' The  VDRL  test  is  somewhat  insensitive  in  very  early 
I syphilis.  Thus  the  FTA-ABS  test,  not  ordinarily  considered 
la  screening  procedure,  may  sometimes  be  the  test  of 
(choice  in  those  instances  when  the  physician  suspects 
(early  syphilis  in  the  face  of  a “Non-reactive”  VDRL  test. 

When  a diagnosis  of  syphilis  has  been  made,  the  effi- 
cacy of  treatment  should  be  checked  by  periodic  quanti- 
tative VDRL  tests  — not  by  the  FTA-ABS  test,  which  may 
remain  reactive  for  life  even  in  cured  syphilis. 

False  positive  VDRL  tests  are  usually  transient  and  of 
low  titer.  If  reactivity  persists,  the  clinician  should  suspect 
an  underlying  “auto-immune”  disturbance,  perhaps  SLE. 

1 Although  not  as  frequent,  false  positive  FTA-ABS  tests 
also  occur,  usually  because  there  is  another  disease 
involved:  however,  final  resolution  may  not  be  possible 
; until  autopsy,  if  at  all.  The  question  of  whether  or  not  to 
start  antibiotic  therapy  becomes  strictly  a clinical  decision, 
j A recently  described  modification  of  the  FTA  test  using 
iCSF  is  available  from  our  laboratory  and  may  be  of  help 
I for  physicians  faced  with  the  possibility  of  neurosyphilis 
in  older  patients  with  sero-negative  VDRL  and  reactive 
FTA-ABS  tests.  (Brit.  J.  Ven.  Dis.  48:97, 1972.) 


Some  Words  on  Gonorrhea 

Unfortunately,  a simple  inexpensive  screening  test 
analogous  to  the  VDRL  is  not  yet  available  for  gonorrhea. 
Transgrow  Collection  Kits  make  the  services  of  our  refer- 
ence laboratory  available  to  any  physician  seeking  “bac- 
teriological” confirmation  of  GC. 

The  Complement  Fixation  test  for  N.  gonorrhoeae  may 
be  of  value  in  uncovering  “hidden”  GC  in  the  relatively 
asymptomatic  female  and  in  the  Asian  variety  of  gonorrhea. 

In  Summary 

Bio-Science  Laboratories  offers  an  exceptionally  com- 
plete array  of  tests  to  aid  in  the  diagnosis  of  both  syphilis 
and  gonorrhea:  our  new  booklet,  “Laboratory  Aids  for  the 
Diagnosis  and  Treatment  of  Gonorrhea  and  Syphilis,”  is 
available  at  no  cost  or  obligation  to  guide  clinicians  in  the 
selection  of  the  appropriate  tests  and  in  the  interpretation 
of  test  results. 


Pertinent  Tests  Available  at 
Bio-Science  Laboratories 

VDRL,  qualitative,  quantitative,  and  pre-marital 
FTA-ABS 

FTA,  modified,  for  cerebrospinal  fluid 
Darkfield  examination  (local  clients) 

Direct  FA  stain  for  T.  pallidum 
(for  mailed  specimens) 

Gram  stain  and/or  FA  stain  for  N.  gonorrhoeae 
Complement-fixation  Test  for  antibodies  to 
N.  gonorrhoeae 

Routine  culture  for  GC  (local  clients) 

Transgrow  Collection  Kit  for  GC  cultures 
(for  mailed  specimens) 


Bio-Science 

Laboratories 


Main  Lab:  7600  Tyrone  Ave 
Van  Nuys,  California  91405 
Philadelphia  Branch: 

116  So.  Eighteenth  St. 
Philadelphia,  Pa.  19103 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 
Van  Nuys,  California  91405  Dept,  X 
: Philadelphia  Branch: 

1 16  So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 

Gentlemen:  Please  send  me— 
n A copy  of  your  booklet  on  LABORATORY 
AIDS  FOR  THE  DIAGNOSIS  AND  TREATMENT 
OF  GONORRHEA  AND  SYPHILIS. 

n A STARTER  LAB  PACK  containing  a small 
supply  of  postage-paid  mailing  containers  and 
FEE  SCHEDULE. 

Name 

Address  u 


ppppi  Laboratory  Aids  for 

the  Diagnosis  and  Treatment 
of  Gonorrhea  and  Syphilis 


This  12-page  booklet,  written  by 
Drs.  Olitzky  and  Blaker  of 
the  staff  of  Bio-Science 
Laboratories,  contains 
a clear  and  graphic 
summary  of  the  value 
and  limitations  of  labo- 
ratory technics  in  the 
assessment  of  these  ve- 
^ nereal  disease  problems. 

f You  will, find  it  to  be  a quick 

' and  ready  reference  to  update 
yourself  in  this  important  area 
of  laboratory  medicine.  Copies 
are  available  to  physicians  and  lab 
personnel  without  obligation.  Simply 
fill  out  and  mail  this  coupon. 
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Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


dnt  Note:  This  drug  is  not  a simple  analgesic  Do 
ninister  casually  Carefully  evaluate  patients  be- 
irting  treatment  and  keep  them  under  close  su- 
3n  Obtain  a detailed  history,  and  complete 
il  and  laboratory  examination  (complete  hemo- 
jrinalysis,  etc.)  before  prescribing  and  at  fre- 
ntervals  thereafter.  Carefully  select  patients, 
g those  responsive  to  routine  measures,  contra- 
ed  patients  or  those  who  cannot  be  observed  fre- 
' Warn  patients  not  to  exceed  recommended 
Short-term  relief  of  severe  symptoms  with  the 
t possible  dosage  is  the  goal  of  therapy  Dosage 
be  taken  with  meals  or  a full  glass  of  milk  Sub- 
alka  capsules  for  tablets  if  dyspeptic  symptoms 
Patients  should  discontinue  the  drug  and  report 
lately  any  sign  of:  fever,  sore  throat,  oral  lesions 
omsof  blood  dyscrasia);  dyspepsia,  epigastric 
ymptoms  of  anemia,  black  or  tarry  stools  or  other 
ce  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
i.  significant  weight  gain  or  edema  A one-week 
riod  is  adequate.  Discontinue  in  the  absence  of  a 
ale  response  Restrict  treatment  periods  to  one 
1 patients  over  sixty 

ions:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
atoid  spondylitis. 

indications:  Children  14  years  or  less;  senile  pa- 
history  or  symptoms  of  G.l  inflammation  or  ul- 
n including  severe,  recurrent  or  persistent  dys- 
; history  or  presence  of  drug  allergy;  blood 
sias;  renal,  hepatic  or  cardiac  dysfunction;  hy- 
sion,  thyroid  disease;  systemic  edema; 
itis  and  salivary  gland  enlargement  due  to  the 
x)lymyalgia  rheumatica  and  temporal  arteritis; 
s receiving  other  potent  chemotherapeutic 
, or  long-term  anticoagulant  therapy 
igs  Age,  weight,  dosage,  duration  of  therapy,  ex- 
: of  concomitant  diseases,  and  concurrent  potent 
therapy  affect  incidence  of  toxic  reactions  Care- 
struct  and  observe  the  individual  patient,  espe- 
te  aging  (forty  years  and  over)  who  have 
led  susceptibility  to  the  toxicity  of  the  drug.  Use 
effective  dosage  Weigh  initially  unpredictable 
s against  potential  risk  of  severe,  even  fatal,  re- 
The  disease  condition  itself  is  unaltered  by  the 
Jse  with  caution  in  first  trimester  of  pregnancy 
lursing  mothers  Drug  may  appear  in  cord  blood 
iast  milk  Serious,  even  fatal,  blood  dyscrasias. 


Butazolidin^alka  Geigy 

Each  capsule  contains: 

100  mg.  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg.  magnesium  trisilicate  USP 

If  it  doesn't  work  in  a week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  thbrapy  and  com- 
plete hematologic  investigation.  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions:  complete  physical  examination  including 
check  of  patient's  weight:  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car.  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse  can 
lead  to  serious  results.  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I.  bleeding  with  anemia,  gastritis. 


epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression. sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis). exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica, optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  ( B)98- 1 46-070-G 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions, 
warnings,  contra  indications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


BU  8615-9 


medication  for  sleep 

be  expectedJtek 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion IS  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos 
sible  combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e  g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age.  Though  physical  and  psychological 
dependence  have  not  been  reported  on  | 
recommended  doses,  use  caution  in  ad  i 
ministering  to  addiction  prone  mdividud 
or  those  who  might  increase  dosage.  I 
Precautions:  In  elderly  and  debilitated.  ! 
initial  dosage  should  be  limited  to  15  mg] 
to  preclude  ovei  sedation,  dizziness  and/| 
or  ataxia.  It  combined  with  other  drugs  | 
having  hypnotic  or  CNS-depressant  ; 
effects,  consider  potential  additive  effecti 
Employ  usual  precautions  in  patients  I 
who  are  severely  depressed,  or  with  1 


1 


for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane.  Insomnia  patients  given  one  30-mg  capsule  of  Dalmane 
at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency 

Dalmane  (flurazepam  HCI)  has  been  shown  to  be  consistently  effective  even 
during  consecutive  nights  of  administration. Thus  there  is  little  likelihood  for 
the  need  to  increase  dosage  to  maintain  therapeutic  effect. 

Dalmane  is  in  a class  by  itself.  Not  a narcotic,  barbiturate  or  methaqualOne, 
Dalmane  is  the  only  available  benzodiazepine  specifically  indicated  for  insomnia. 


with  relative  safety 

Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane 
(flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  function  was  noted  in 
patients  administered  recommended  or  higher  doses  for  as  long  as  90  consecu- 
tive nights.  In  most  instances  when  adverse  reactions  were  reported  they  were 
mild,  infrequent  and  seldom  required  discontinuance  of  therapy.  Morning 
“hang-over”  with  Dalmane  has  been  relatively  infrequent.  Dizziness,  drowsi- 
ness, lightheadedness  and  the  like  have  been  the  side  effects  noted  most 
frequently,  particularly  in  the  elderly  and  debilitated.  (An  initial  dose  of 
Dalmane  15  mg  should  be  prescribed  for  these  patients.) 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep  medication, 
consider  Dalmane— a single  entity  agent  proved  effective  and  relatively  safe 
for  relief  of  insomnia. 


,, 
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DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  /7.s.— usual  adult  dosage 
[15  mg  may  suffice  in  some  patients) 

One  15-mg  capsule  /7.s.— initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


itent  depression  or  suicidal  tendencies, 
eriodic  blood  counts  and  liver  and  kid 
ey  function  tests  are  advised  during 
opeated  therapy.  Observe  usual  precau 
rons  in  presence  of  impaired  renal  or 
lepatic  function. 

.dverse  Reactions;  Dizziness,  drowsi 
less,  lightheadedness,  staggering,  ataxia 
ind  falling  have  occurred,  particularly 
1 elderly  or  debilitated  patients.  Severe 
edation,  lethargy,  disorientation  and 
oma,  probably  indicative  of  drug  intoler- 
|nce  or  overdosage,  have  been  reported. 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech. 


confusion,  restlessness,  hallucinations, 
and  elevated  SGOT.  SGPT.  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage: 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied;  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


"Too  many  doctors  are  indiffer-- 
ent  to  the  economic  consequences  o< 
their  decisions.”  So  stated  a recent 
Issue  of  Medical  News  Report  (De-  « 
cember  4, 1972),  an  independent 
weekly  newsletter  published  by  forme  i 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 

Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in- 
crease in  Blue  Shield  rates,  Dr.  Blas- 
ingame’s  newsletter  had  this  to  say: 

“In  general,  it  can  be  said,  MD’s 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  their 
patients... 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  world 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  economic 
impact.  The  economics  of  health  care 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


Maker  of 
Medicine 

C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


When  the  pharmacist  recom- 
mends that  a drug  product  other  than 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 

Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neces- 
sary for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacist, 
made  in  the  absence  of  clinical  knowl- 
edge of  the  patient,  could  expose  him 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothing 
in  the  pro-substitution  argument  that 
offsets  these  risks. 


^^Prescription 
drugs  - 
who  should 
determine  the 
maker?*^ 


Dispenser  of 
Medicine 

Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledge  > 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree,  ) 
puts  him  at  a disadvantage.  Most  i 
often,  a practicing  physician  will  need 
expert  knowledge  of  no  more  than  25 


hould  be  an  obligation  of  medical 
iractice. . . 

"Medical  societies  ought  to  con- 
uct  continuing  campaigns  to  point 
ut  the  substantial  savings  that  could 
le  realized  thru  deductible  insurance 
nd  protection  for  catastrophic  ill- 
less.  At  the  very  least,  they  should,  in 
he  patients’  interest,  question  the 
actics  of  any  insurance  organization 
hat  raises  health  care  costs  by  forc- 
ig  policyholders  to  buy  insurance 
hey  may  not  need  or  want  and  prob- 
ibly  won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
™ !nt  to  the  economic  consequences  of 
heir  decisions.  Too  many,  for  ex- 
imple,  habitually  hospitalize  patients 
or  the  convenience  of  the  MD.  It’s 
lonsense  to  deny  such  habits  exist . . . 

I “Doctors,  thru  their  medical  so- 
. ;ieties,  have  unhesitatingly  appealed 
)'j  0 their  patients  for  support  in  the 
ight  against  government  interference 
vith  the  private  practice  of  medicine, 
g,  \nd  the  public  in  the  past  has  re- 
iponded.  It’s  time  the  American  Med- 
cal  Association  and  state  and  local 
III  medical  societies  paid  off  the  debt  by 
iecisive  action  to  hold  down  the  cost 
)f  medical  care.” 

^ !ost  of  Drugs 

Insurance  rates  and  hospital 
;harges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  oublic  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


)r  30  drugs  that  he  selects  to  treat  the 
majority  of  conditions  encountered  in 
lis  practice.  Moreover,  the  physi- 
:ian’s  choice  of  a specific  brand  is 
Dased  on  his  knowledge  of  the  pa- 
:ient’s  medical  history  and  current 
:ondition,  and  his  experiences  with 
:he  particular  manufacturer’s 
Droduct. 

Some  substitution  proponents 
nave  argued  that  the  dispensing  of  a 
nrescription  is  a simple  two-party 
transaction  between  the  pharmacist 
and  the  patient,  and  that  a substitut- 
ng  pharmacist  may  avoid  even  a 
technical  breach  of  contract  by  simply 
notifying  the  patient  that  he  is  making 
the  substitution.  I would  judge  that 
few  courts  would  be  sympathetic 
toward  a pharmacist  who  substituted 
without  physician  approval  and  who 
undertook  a legal  defense  that  seeks 
to  make  the  patient  responsible  for 
the  pharmacist’s  actions. 

Reduced  Prescription  Prices? 

Substitution  advocates  are 
suggesting  to  the  consumer,  and  par- 
ticularly the  consumer  activist,  that 
reduced  prescription  prices  could 
follow  legalization  of  substitution. 

We  have  seen  absolutely  no  evidence 
to  justify  this  claim.  To  the  contrary, 
experience  in  Alberta,  Canada,  where 
substitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands— of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

( 1 ) that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 


Pleural  effusion 


WHEREVER  I 


Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


Biliary  calculi 


Osteoarthritis 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 

^ prescribing  convenience: 


^ up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 

Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1). ♦Warning- 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.V2. 

J Burroughs  Wellcome  Co. 

' r/>  / Research  Triangle  Park 

WeMcoiiie/  North  Carolina  27709 


E 

COMPOUNT 

e CODEIN 

#3,  codeine  phosphate*  (32.4  mg.)  gr. 
#4,  codeine  phosphate*  (64.8  mg.)  gr. 


FAIR  OAKS  HOSPITAL 

and 

ADOLESCENT  UNIT 

Summit,  N.  J.  07901  (201)  277-0143 

An  intensive  treatment  mental  health  center  with  State  and  Joint  Commission  Accredita- 
tion for  ages  commencing  with  adolescence  and  continuing  through  the  Medicare  years. 

Sergio  D.  Estrada,  M.D.,  Medical  Director  Granville  L.  Jones,  M.D.,  Director  of  Research 

Oscar  Rozett,  M.D.,  Medical  Administrator  Felix  A.  Ucko,  M.D.,  Director,  Adolescent  Program 

Miss  M.  M.  Kennedy,  R.N.,  B.S.,  Director,  Nursing  Service 

Electro  and  Indoklon  shock  therapies.  Insulin  coma  therapy.  Pharmaco  therapy.  Individual  and  Group 
psychotherapy.  Complete  Occupational,  Recreational,  and  Social  Service  Departments. 


for  descriptive  literature  write  Thomas  P.  Prout,  Jr.,  Administrator 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Professional  Liability  Insurance  Program 

Society  Endorsed  Coverages — 

• Professional  Liability  for 

Individuals 

Partnerships  and  Professional  Corporations 
Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 

Management  of  Loss  Control  Program — 

• Claims  Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  in  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Ave.,  East  Orange,  N.J.  07018 
(201)  • 673-3060 


35  S 


VOL.  70-NUMBER  5-MAV,  1973 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
liazepam)  part  of  your  treatment 
»lan,  check  on  whether  or  not  the 
jatient  is  presently  taking  drugs 
nd,  if  so,  w hat  his  response  has 
)cen.  Along  w ith  the  medical  and 
(x:ial  history,  this  information  can 
jclp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
)r  fiiilure. 

t While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
IS  excessive  psychic  tension  per- 
;ists  and  should  be  discontinued 
A’hen  you  decide  it  has  accom- 
olished  its  therapeutic  task.  In 
^^eneral,  w hen  dosage  guidelines 
ire  follow  cd.  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
wnience  it  is  a\  ailable  in  2-mg,  5-mg 
and  lo-mg  tablets. 

I Drow  sincss,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
prted  side  effects. 

Until  response  is  determined, 
:>atients  receiving  Valium  should 
)c  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  I'cnsion  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  tractors;  psychry- 
neiirotic  states  manitested  b)'  tension,  anxiety,  apprehension, 
fatigue,  depressive  sym[itoms  r>r  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ami  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  [lathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  u.sed  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
apinst  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  fretjuency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  eTCctive  amount  in 
elderiy  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sVin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucTi 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  the.se  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ancf  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  nectfed;  adjunctively  in  skeletal 
mu.scle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2'/2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  V^alium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  availame  in 
lel-I?-Dose®  packages  of  1000. 


Wium' 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


SMALL 

Two  forms  of  Cordran 


cordRAi 
tape 

4 iTlCfl*  ‘ 

per 


Flurandrenolide 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 

300060 
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EDITORIALS 

Richard  I.  Nevin 


The  Medical  Society  of  New  Jersey  will  not 
be  the  same  without  Dick  Nevin,  who  retires 
on  June  I,  1973,  as  Executive  Director  of  our 
Society.  For  two  decades  he  has,  in  effect, 
been  chief  of  staff  of  our  organization.  He  is 
one  of  the  very  few  nonphysicians  to  have 
become  an  honorary  member  of  The  Medical 
Society  of  New  Jersey. 

Dick  has  had  a long  and  honorable  interest 
in  medicine.  His  undergraduate  concentra- 
tion at  Fordham  University  was,  indeed,  in 
premedical  studies.  And  he  so  distinguished 
himself  for  achievements  in  the  humanities 
that  it  was  not  surprising  to  have  him  appear 
as  playwright  and  producer  of  college  plays. 
Following  graduation  from  Fordham,  he  be- 
came a medical  student  at  what  was  then  the 
Long  Island  College  of  Medicine,  but  the 
depression  caught  up  with  him  and  he  was 
forced  to  abandon  medical  studies. 


St.  Peter’s  College,  established  in  1874,  had 
closed  its  doors  during  World  War  1.  In  Sep- 
tember  1931  he  was  appointed  the  first  lay 
member  of  its  new  faculty,  entering  the  De- 
partment of  English  and  Speech.  He  ad- 
vanced rapidly  and  soon  was  named  head  of 
that  Department.  Along  this  course,  he  found 
time  to  pursue  graduate  studies  at  Columbia 
and  Fordham  Universities.  For  twenty  years, 
he  continued  to  serve  the  students  and  facul- 
ty of  St.  Peter’s,  and  he  organized  and  direct- 
ed the  first  Bureau  of  Public  Relations  of 
that  College.  At  one  time,  he  also  headed  up 
their  Bureau  of  College  Placement.  During 
World  War  II,  he  was  their  Registrar. 

As  all  of  us  know  (and  to  overwork  that 
much-abused  word  charisma),  Dick  has  a spe- 
cial charm  that  goes  with  the  concept  of  char- 
isma. He  exudes  that  attractive  (and  not  too 
common)  combination  of  firmness  and 
gentleness.  He  provides  a quiet  but  unmistak- 
able leadership.  He  is  a well-known  and  popu- 
lar pul)lic  speaker,  a much-in-demand  toast- 
master, an  organizer  f)ar  excellcjice,  and  the 
appropriate  recipient  of  the  phrase  ‘‘a  jolly 
good  fellow.”  His  imprint  will  long  remain 
on  The  Medical  Society  of  New  Jersey. 


Ralph  K.  Hollinshed,  M.D. 
1884-1973 

The  151st  President  of  The  Mctlical  Society 
of  New  Jersey  died  on  March  27,  1973,  at  the 
grand  age  of  89.  A board  diplomate  in  inter- 
nal medicine,  he  had  been  senior  cardiologist 
at  The  Cooper  Hospital  in  Camden.  For  over 
a decade  he  was  the  Secretary  of  the  Gloucester 
County  Medical  Society,  and  had  a tour  of 
duty  as  its  President.  He  became  a member  of 
the  Board  of  Trustees  of  The  Medical  Society 
of  New  Jersey  in  1930  and  served  two  terms  as 
its  Chairman,  before  being  elected  2nd  \'ke- 
President  in  1940. 

Dr.  Hollinshed  was  a quiet  gentleman  who 
rendered  service  not  only  to  his  patients  but 
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to  organized  medicine  in  general.  And  in  ren- 
dering that  kind  of  service,  he  Avas  always  in 
the  thick  of  things.  From  his  first  election  to 
our  Board  of  Trustees  until  his  retirement  in 
19()0,  he  was  in  the  front  line  when  it  came  to 
plunging  into  Medical  Society  service.  He  was 
one  of  our  most  valuable  members  for  many 
)ears. 


The  Changing  Role  of  the 
Hospital  in  the  Practice 
of  Medicine* 

The  hospital  has  become  the  all-important 
workshop  for  the  physician.  Also,  it  is  the 
hospital,  not  the  physician,  that  accounts  for 
most  of  the  rise  in  the  cost  of  medical  care. 
There  tvas  a time  tvhen  physicians  controlled 
their  hospital  workshops.  The  medical  boards 
of  the  individual  hospitals  were  the  impor- 
tant policy-making  bodies.  This  was  true  in 
municipal  institutions  and  in  \oluntary  and 
private  hospitals.  The  boards  of  trustees  of 
the  voluntary  institutions  did  show  intense 
interest,  did  guide  and  guard,  and  did  make 
important  contributions,  and  usually  under- 
Avrote  deficits.  They  rarely  interfered  with 
medical  policy  and  medical  decisions. 

The  function  of  the  lay  boards  has  changed, 
for  the  contribution  they  make  to  cover  any 
deficits  today  is  minimal  indeed,  tvhen  com- 
pared with  the  over-all  budget.  In  lieu  of 
philanthropy,  we  now  have  the  motivation  of 
seeking  to  control  and  determine  major  poli- 
cies in  the  hospital.  With  the  advent  of  local 
community  control,  there  is  the  additional 
feature  of  pressure  groups,  making  particular 
demands  and  entering  intensively  into  the 
decision-making  process.  Community  interest 
adds  a broader  base  to  former  philanthropic 
support  of  hospitals.  There  are  many  advant- 
ages in  community  interest,  but  there  are 
some  hazards  too. 

•Editorial,  February  1,  1973,  New  York  State  Journal 
of  Medicine. 


The  income  of  most  hospitals  is  now  derived 
from  other  sources:  from  Medicare:  Medi- 
caid; grant  support;  from  other  governmental 
.sources;  from  fees  paid  for  care  in  the  insti- 
tution by  full-time  hospital-based  physicians 
Avho  are  under  contract  (that  is,  employees  of 
the  hospital)  ; and  from  charges  for  outpa- 
tient and  emergency  care.  .Such  sources  of 
funds  carry  nearly  the  total  budget  of  hospi- 
tals. In  the  old  clays  the  direct  concern  of 
members  of  the  lay  board  was  considerable. 
This  naturally  folloAved  from  the  fact  that 
they  Avere  footing  the  bill  for  the  needs  of  the 
patient  and  for  any  inefficiency  and  inade- 
quacy. This  basis  of  interest  has  noAV  been 
lost,  someAvhat  at  least. 

No  one  woidd  object  to  actiAe  participation 
of  the  lay  board  and  organized  community 
groups,  but  bald  poAver  and  control  by  lay- 
men present  distinct  dangers  for  the  physi- 
cian. Loss  of  the  jdiysician’s  independence 
can  seriously  involve  patient  care  by  the 
physician.  Independence  is  precious  in  any 
sphere  of  activity,  but  in  medicine  it  is  im- 
perative. No  physician  can  be  AA'orth  his  salt 
as  a man  or  as  a physician,  nor  can  he  earn' 
out  his  function  as  a true  physician,  if  he  has 
lost  his  independence. 

Our  aim  should  be  to  control,  if  Ave  cannot 
stop,  the  expansion  of  any  arrangement  by 
hospitals  that  denigrates  the  physician  and 
transforms  the  physician  into  a paid  em- 
ployee. Ultimately  such  a dependent  employee 
must  pay  heed  not  only  to  his  peers,  but  also 
to  administrators  and  “poAver-seeking”  mem- 
bers of  the  lav  and  community  boards. 

We  must  be  realistic,  hoAvever,  for  Ave  cannot 
turn  the  clock  back  to  the  prior  era.  The 
movement  of  so  many  recent  graduates,  and 
of  physicians  already  in  practice,  to  become 
full-time,  hospital-based  employees  has  been 
with  us  for  a long  time.  This  policy  is  now  so 
strongly  established  that  it  cannot  be  reversed 
Avithout  a complete  revolution  in  medical 
care.  The  forces  arrayed  against  such  a rever- 
sal of  Avhat  has  become  the  established  trend 
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are  too  jjouerful  to  be  overcome  without  a 
grim  fight  and  direct  confrontation. 

Recently  there  has  been  a decision  in  Califor- 
nia to  the  effect  that  the  very  commonly  exis- 
ting arrangement  of  full-time,  hospital-based 
physicians  is  illegal.  The  Committee  on  Hos- 
pital-Based Physicians  of  the  Medical  Society 
of  the  State  of  New  York  has  urged  that  a 
similar  legal  test  of  the  practice  of  medicine 
by  hospitals  be  undertaken  by  the  Council  of 
the  Society.  Also  several  resolutions  in  the 
House  of  Delegates  have  requested  that  this 
be  done,  and  even  that  special  legal  counsel 
be  employed  for  this  purpose.  It  may  be 
worth  noting  that  the  victory  in  California 
does  not  imply  an  identical  decision  will  be 
obtained  in  New  York  State.  ^Vhat  is  most 
disturbing  is  that  the  victory  may  be  a 
Pyrrhic  and  short-lived  one,  for  the  powerful 
opposition  in  this  State  would  simply  have 
the  legislature  change  the  law  specihcally  to 
their  advantage,  totally  abrogating  the  signifi- 
cance of  any  such  legal  victory.  Wdiat  we  seek 
is  a permanent  policy  for  a permanent  solu- 
tion which  will  be  in  our  favor,  not  a tem- 
porary victory,  soon  to  become  meaningless. 

One  approach  that  may  salvage  the  indepen- 
dence of  the  physician  of  old  may  be  to  spend 
our  energy  in  acquiring  our  former  due  im- 
jjortance  and  the  return  of  full  control  in  the 
hospital  proper.  We  must  endeavor  to  restore 
the  authority  of  medical  boards  in  all  ethical 
and  medical  decisions.  Also,  physicians  must 
extend  themselves  to  participate  actively  in 
the  social  and  economic  aspects  of  medical 
care. 

This  is  a natural,  logical,  and  legitimate  in- 
terest, for  no  one  is  more  involved  in,  nor  has 
greater  concern  for,  the  care  and  tvelfare  of 
the  patient  than  the  physician.  He  siqiersedes 
the  administrator,  the  social  worker,  and  the 
ancillary  paramedical  personnel  of  all  kinds 
in  this  deep  involvement  with  the  patient. 

That  should  be  the  cynosure  of  our  efforts  to 
become  more  than  paid  employees  under  the 
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bidding  of  those  who  control  the  paytheiks. 

In  every  hosjntal  the  physicians  on  the  staff 
should  unite  to  protect  the  prerogatives  of  all 
physicians  and  their  relaiionsliips  to  cadi 
other,  their  patients,  and  the  administration. 
No  individual  jihysician  can  achieve  this.  He 
may  have  that  authority  for  a while,  but 
sooner  or  later  that  position  is  altereil,  and  lie 
finds  himself  again  only  a cog  in  the  ma- 
chine. As  always,  “he  who  pays  the  piper  calls 
the  tune.” 

The  individual  physician  is  at  a distinct 
disadvantage  in  any  dealings  with  the  indi- 
vidual hospital  and  its  fully-empowered  ad- 
ministrator. Physicians  must  act  together  as  a 
group,  and  the  medical  board  is  the  proper 
local  negotiating  unit  for  every  member  of 
the  medical  staff.  The  further  joining  togeth- 
er of  many  medical  boards  as  a larger  organi- 
zation to  act  in  concert  can  be  a most  effec- 
tive instrument  for  the  preservation  of  the 
independence  of  the  individual  physician  and 
a strong  force  to  maintain  his  general  wel- 
fare. current  illustrative  example  of  what 
can  be  done  by  such  unified  action  at  the 
level  of  the  medical  boards  is  seen  in  the 
recent  important  concessions  olitaincd  from 
the  Health  and  Hospital  Corporation  of  New 
York  City  by  the  unanimous  action  of  the 
members  of  the  Advisory  Council,  consisting 
of  representatives  of  the  medical  boards  of 
the  municipal  hosj)ilals. 

Mutual  concern  is  apj)roj)iiate  for  the  physi- 
cian. This  is  distinct  from  union  activity  in 
the  ordinary  sense,  such  as  striking  to  attain 
objectives.  Nor  do  we  need  the  poorer  from 
extraneous  afTiliations;  there  is  always  too 
high  a price  for  the  professional  to  ])a\  for 
such  sources  of  strength.  Onr  strength  does 
not  lie  in  such  ordinary  weapons  of  industrial 
unions;  rather,  it  is  still  to  be  found  in  the 
superior  service  to  grateful  patients. 

This  is  an  important  prol)lem  and  concerns 
all  physicians;  it  is  charged  with  emotion,  as 
it  should  be. 

.3:>9 


ORIGINAL  ARTICLES 


Coronary  angiography  was  found  to  be  a safe  proce- 
dure at  a community  hospital. 


Coronary  Angiography  in  a 
Community  HospitaL 


Jerome  J.  Rolnick,  M.D.,  William  A. 
Sweeney,  M.D.,  and  Narayanan 
Natarajan,  M.D./New  Brunswick 

Since  Salles’^  and  associates  first  demonstrat- 
ed the  feasibility  of  selectively  catheterizing 
the  coronary  artery,  many  centers  have  under- 
taken coronary  arteriograjihy  using  either  the 
original  technic  of  Sones^  or  a percutaneous 
femoral  artery  route  as  described  by 
Judkins.^  Recent  advances  of  coronary  artery 
by-pass  surgery  and  the  size  of  the  problem  of 
coronary  artery  disease  in  this  country  have 
led  many  community  hospitals  into  the  field  of 
coronary  arteriography.  There  are  estimated 
200,000  new  cases  of  angina  each  year  in  the 
United  States,  and  there  are  probably  5 mil- 
lion people  with  this  disease  now  living. 
Many  of  these  are  candidates  for  selective 
arteriography  and  all  of  them  cannot  be  han- 
dled in  the  larger  medical  centers  alone. 

W'e  recently  jmblished  a review®  of  our  ten 
years’  cardiac  catheterization  experience  at  St. 
Peter’s  General  Hospital,  New  Brunswick, 
New  jersey.  This  hospital  serves  a population 
area  ol  about  ,500,000.  Since  we  already  had  a 
functioning  catheterization  laboratory,  we  de- 
cided to  undertake  coronary  arteriography  in 
1908.  Because  of  our  previous  technic,  the 
initial  patients  were  studied  with  the  Sones 
technic.  We  subsequently  switched  to  the 
Judkins®  percutttneous  route  because  of  its 
simplicity  and  speed.  This  paper  is  a review 
of  our  three  years’  experience.  In  analyzing 

• Read  betore  llic  joint  session  of  the  Sections  on 
Medicine,  Cardiovascular  Diseases,  and  Radiology, 
20()lli  ,'Vnnual  Meeting,  'J  he  Medical  Society  of  New 
lersey,  Atlantic  City,  May  7,  1972.  This  work  is  front 
the  Cardiojntlinonaiy  Laboratory  at  St.  I’eter’s  Hos- 
pital. New  Jtrunswifk,  New  Jersey. 


our  cases,  we  shall  assess  the  risk  of  the 
procedure,  the  validity  of  the  data,  and  the 
value  of  coronary  arteriography  in  assisting 
the  local  physician  with  diagnostic  problems 
in  coronary  artery  disease. 

.All  j)atients  who  have  undergone  coronary 
arteriography  at  St.  Peter’s  Hospital  are  in- 
cluded in  the  study.  The  initial  four  cases 
were  studies  using  brachial  arteriotomy 
(Sones  technic).  The  remaining  patients 
were  studied  using  the  percutaneous  femoral 
artery  approach.  Any  outpatient  referred  for 
coronary  arteriography  is  seen  in  the  labora- 
tory several  days  prior  to  admission  for  evalu- 
ation: 

a.  A complete  history  and  physical  examination  are 
done  by  the  cardiologist  in  the  laboratory. 

b.  Routine  laboratory  work. 

c.  Vectorcardiography. 

d.  Electrocardiogram. 

e.  Exercise  electrocardiogram  (unless  the  referring 
physician  specifically  request  this  not  be  done)  . The 
exercise  test  is  done  on  a standard  treadmill  with  con- 
tinuous monitoring.  The  exercise  is  begun  at  1.5  mph 
and  5 per  cent  grade  with  increases  every  two  minutes 
in  either  rate  or  grade  until  70  per  cent  maximal  pre- 
dicted heart  rate  is  obtained.  If  the  patient  is  com- 
fortable and  there  are  no  contra-indications,  the  exer- 
cise is  continued  to  approach  85  per  cent  of  predicted 
heart  rate  for  age.  The  exercise  is  discontinued  if  at 
least  1 mm  of  ST  segment  depression  is  noted  on 
monitor,  or  if  four  premature  ventricular  contractions 
occur  per  monitor  field,  or  if  the  patient  experiences 
chest  pain,  or  if  the  patient  is  unable  to  continue  be- 
cause of  dyspnea,  or  fatigue,  or  lack  of  motivation. 

Immediately  following  exercise,  lead  III  and  \'6  are 
recorded  and  again  at  two,  four,  and  six  minute  inter- 
vals. Blood  pre.ssure  is  taken  immediately  after  exer- 
cise. A DC  defibrillator  is  present  and  ready  for  use 
at  all  times.  ,-\n  exercise  test  is  considered  positive  if 
1 mm  ST  segment  depression  occurs  at  -40  milleseconds 
beyond  the  R wave.  The  test  is  considered  unsatisfac- 
tory if  the  expected  70  ]>er  cent  maximal  rate  is  never 
achieved.  Patients  on  digitalis  or  beta  blockers  are  not 
exercised  unless  they  have  discontinued  the  medica- 
tions at  least  two  days  prior  to  the  exercise. 
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The  patient  is  then  fluoroscoped  on  the  same 
“cradle”  in  which  the  coronary  angiogram  will  he 
done  to  familiarize  him  with  the  room  and  also  to 
look  for  coronary  artery  calcification. 

The  patient  is  later  admitted  to  the  hospital.  At 
this  time,  the  radiologist  runs  some  test  cine  pictures 
and  decides  on  the  film  and  intensity  parameters  to 
be  used  on  the  case. 

Typical  angina  for  the  purposes  of  this  re- 
port is  defined  as  stress  induced  anterior  chest 
pain  directly  relieved  by  rest  or  nitroglycer- 
ine. Significant  coronary  artery  disease  is 
defined  as  at  least  50  per  cent  obstruction  in 
at  least  one  of  the  major  coronary  arteries. 

Only  two  physicians  are  involved  in  doing 
this  procedure.  The  patient  receives  mild 
sedation  plus  0.5  mg  atropine  intramuscularly 
and  Isordil®  by  mouth  prior  to  the 
procedure.  A cardiologist  is  in  attendance, 
and  there  is  continuous  monitoring  of  the 
electrocardiogram  and  intraluminal  aortic 
pressure.  The  great  toe  pulse  distal  to  punc- 
ture site  is  also  monitored  during  the 
procedure  to  insure  against  complications  oc- 
curring at  this  site.  All  injections  are  by 
hand.  To  avoid  arterial  dissection  by  the 
catheter,  a technician  immediately  informs 
the  physician  of  a damping  pressure.  Perma- 
nent tracings  are  recorded  on  a 12  channel  E 
for  M direct  writing  monitor  of  the  following 
items. 

1.  Electrocardiogram  during  all  injections. 

2.  Left  ventricular  pressure  and  pullback  from  left 
ventricle  to  aorta. 

3.  Toe  pulse  following  procedure. 

4.  Twelve-lead  electrocardiogram  following  procedure. 

The  patient  remains  in  the  hosjtital  until  the 
following  morning  when  he  is  rechecked 
prior  to  discharge  by  the  cardiologist. 

Results 

Table  I shows  the  breakdown  of  indications 
in  151  patients  catheterized.  Eight  patients 
had  cardiomyopathy  and  heart  failure  of  un- 
known etiology.  Interestingly,  all  eight  had 
abnormal  coronary  arteriograms.  An  addi- 
tional seven  patients  with  rheumatic  valvular 
problems  underwent  coronary  arteriography 
in  addition  to  cardiac  catheterization  because 
of  advanced  age  or  unusual  symptoms.  The 


remaining  13G  patients  were  studied  because 
of  chest  j)ain.  Sixty  per  cent  of  tliis  group  had 
abnormal  coronary  arteries  but  only  .SO  were 
scheduled  for  or  had  coronary  by-pass  surgery 

TABLE  1 

Analysis  of  151  Cases 


Concomitant  to  valvular  catheterization  7 

Heart  failure  unknown  etiology  8 

Chest  pain  136 

Abnormal  Coronary  Arteriogram  82  (60%)  • 

Nonnal  Coronary  Arteriogram  .">3  (40%) 

Coronary  by-pass  surgery  30 


’Percentage  of  those  patients  studied  because  of  chest 
pain. 

at  the  time  this  paper  was  written.  Analysis  of 
the  large  group  who  had  abnormal  studies 
and  were  not  scheduled  for  surgeiw  showed  no 
consistent  pattern  with  resjiect  to  age,  dura- 
tion of  symptoms,  or  severity  of  disease. 

Complications 

Eighteen  comjjlications  occurred  (Table  II). 
Included  in  this  group  Avere  five  studies  con- 
sidered incomplete  either  because  of  femoral 
artery  spasm  or  greatly  dilated  ascending  aor- 
ta. 1 he.se  occurred  early  in  our  experience. 

TABLE  11 
Comfylicalious 

1.  Anhythmia  otiicr  than  vcniritular  fibiillaiiuu  6 

2.  Pyrogenic  reaction  2 

3.  Temporary  loss  of  dorsalis  pedis  pulse  2 

4.  Ventricular  fibrillation  I 

5.  Myocardial  infarction  2 

6.  Inadetiuaic  study  f> 

Total  18 

The  real  comjrlication  rate  is,  therefore, 
about  7 per  cent.  All  arrhythmia  itroblems 
reverted  to  original  rhythms  by  the  evening 
of  the  day  of  catheterization.  Bleeding  at  the 
site  of  the  pitncture  wound  has  never  oc- 
curred in  our  series.  This  is  due  to  the  close 
observation  and  bed  rest  in  the  hospital  until 
time  of  discharge,  usually  21  hours  after  the 
procedure.  No  deaths  were  recorded. 

Clinical  Impression  and  Exercise  Testing 

Table  HI  demonstrates  the  correlation  of  his- 
tory, exercise  testing,  and  the  combination 
when  compared  to  angiographic  findings. 

W hen  the  history  was  ]U)sitive,  71)  per  cent  of 
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Table  III 
History-Positive 

Angiography  -f  59  (79%)  * 

Angiography—  16  (21%)* 

75 

History-Negative 
Angiography  -|-  24  (48%)  * 

Angiography  — 27  (52%)  * 

51 

•Percentage  based  on  total  number  of  positive  or 
negative  histories. 

Exercise  Test-Positive 
-Angiogram  4-  31  (78%)** 

Angiogram — 9 (22%)** 

Exercise  T est-NegolNe 

Angiogram 20  (55%)** 

Angiogram — 16  (45%)** 

**  Percentage  based  on  total  number  of  positive  or 
negative  exercise  tests. 

76  performed  adequate  exercise  tests. 

History  Positive  and 
Exercise  Positive 
Angiography -f-  25  (87%) 

Angiography—  4 (13%) 

29  (100%) 

History  Negative  and 
Exercise  Negative 
Angiography-)-  14  (56%) 

Angiography  — 9 (44%) 

23  (100%) 

patients  showed  significant  coronary  artery 
disease.  With  a negative  history,  however,  ap- 
jiroxiniately  half  had  normal  angiograms  but 
"18  per  cent  had  positive  studies. 

."X  similar  experience  was  found  with  the  ex- 
ercise test.  Seventy-six  patients  were  consid- 
ered to  have  adequate  exercise  tests  according 
to  previously  noted  criteria.  In  the  group 
with  a positive  test  78  per  cent  also  had  abnor- 
mal coronary  circtilation.  Nine  patients  with 
positive  exercise  findings  had  normal  coro- 
nary anatomy.  Here  again,  the  correlation  was 
poor  when  negative  exercise  testing  was  com- 
pared to  angiographic  findings.  Less  than 
half  of  the  former  group  had  normal  coro- 
naries whereas  55  per  cent  showed  evidence  of 
significant  disease. 

When  the  clinical  impression  and  exercise 
test  were  combined,  positive  correlation  was 
somewhat  improved  but  negative  combina- 


tion still  showed  poor  correlation  with  an- 
atomic findings. 

Collateral  Circulation 

The  findings  with  respect  to  collateral  circu- 
lation are  summarized  in  table  I\'.  The  two 
interesting  findings  here  were  (1)  that  when 
collateral  circidation  was  found  a typical  his- 
tory of  angina  was  also  noted,  and  (2)  a very 
high  proportion  of  those  patients  with 
demonstrable  collateral  circulation  also  had 
ischemic  exercise  changes  (85  per  cent). 

TABLE  IV 
Collateral  Circulation 

1.  100%  had  typical  history  of  angina. 

2.  85%  had  positive  exercise  testing. 

3.  85%  had  evidence  of  ventricular  dysfunction. 

4.  65%  abnormal  angiograms  showed  some  collateral 
circulation. 

Risk  of  Procedure 

Articles  have  recently  reflected  the  preference 
of  the  Sones’^  or  percutaneous  femoral 
(Judkins^)  technic  for  performing  coronary 
angiography.  Judkins-  in  a recent  review 
noted  morbidity  and  mortality  during  one 
year  at  his  center.  A large  proportion  of  these 
patients  were  outpatients  or  one  day  admis- 
sions. I’his  procedure  has  since  been 
dropped.  Our  data  showed  a much  lower 
morltidity  tvhen  the  two-day  admission  poli- 
cy is  carried  out.  Either  approach  is  associ- 
ated with  a low  morbidity  and  mortality. 
Choice  depends  on  the  experience  of  the 
catheterizer.  In  a community  hospital  many 
radiologists  have  been  trained  in  the  .Seld- 
inger‘  technics  of  percutaneous  femoral  ar- 
tery puncture.  They  have  almost  daily  experi- 
ence in  the  other  selective  arterial  studies  by 
this  method.  It  seems,  therefore,  a logical  ex- 
tension of  their  activity,  especially  in  a com- 
munity hospital  where  the  weekly  coronary 
case  load  is  usually  small. 

Occasionally  advocates  of  the  “medical  center 
only”  approach  to  diagnostic  coronarv  arteri- 
ography have  noted  that  an  open  heart  surgi- 
cal team  must  be  available  for  certain  compli- 
cations. In  our  experience  this  was  not  neces- 
sary in  any  case.  All  of  the  complications  of 
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arteriography — arrhythmia  or  infarction — are 
medical.  In  the  rare  case  of  peripheral  vascu- 
lar thrombosis  or  occlusion,  surgery,  if  neces- 
sary, is  easily  within  the  realm  of  any  compe- 
tent surgeon. 

Our  zero  mortality  compares  favorably  with 
other  studies  in  whom  mortality  is  a factor 
only  in  extremely  high  risk  patients. 

Validity  of  the  Data 

Again,  as  in  our  previous  report,^  we  have 
shown  a negligible  incidence  of  repeated 
studies  when  patients  went  elsewhere  for  sur- 
gery. Preoperative  evaluation  is  always  made 
by  the  surgeon  on  the  basis  of  films  mailed  to 
him  from  our  laboratory.  Only  two  studies 
were  repeated  elsewhere  and  these  were  done 
at  our  request  because  of  technically  inferior 
films.  As  our  experience  and  technical  com- 
petence has  grown,  the  number  of  poor 
studies  has  shrunk  to  zero. 

Value  of  Procedure 

Indications  for  coronary  arteriography  gener- 
ally fall  into  three  major  categories: 

1.  Diagnostic— to  ascertain  the  presence  or  absence 
of  coronary  arterv  disease  in  the  presence  of  symptoms 
or  abnormal  electro-cardiogram. 

2.  Presurgical— to  evaluate  the  extent  of  coronary 
artery  disease  with  an  eye  toward  possible  surgery. 

3.  As  a concomitant  to  cardiac  catheterization  for  rheu- 
matic heart  disease. 

Our  results  indicate  that  in  a community  hos- 
]jital  setting  the  major  portion  of  the  studies 
fall  into  category  1.  Approximately  75  per 
cent  of  patients  with  abnormal  angiograms 
did  not  have  surgery.  The  remaining  patients 
gave  no  indication  in  their  analysis  as  to  why 
surgery  was  not  performed.  This  would  imply 
a patient  and/or  physician  preference  and 
would  suggest  that  the  coronary  study  was 
recommended  in  order  to  ascertain  the 
presence  or  absence  of  coronary  disease  only. 

Another  noteworthy  feature  is  the  finding 
that  48  per  cent  of  patients  who  underwent 
arteriography  because  of  an  admitting  diag- 
nosis of  chest  pain  had  normal  coronary  cir- 
culation. In  many  of  these  patients  coronary 


arteriogra])hy  was  carried  out  as  part  of  the 
diagnostic  work-up  for  chest  pain.  Thus, 
coronary  arteriography  has  taken  its  place 
beside  the  usual  medical  ai^paratus  as  an  ad- 
ditional and  more  sophisticated  tool  in  the 
diagnosis  of  coronary  artery  disease. 

This  history  is  still  the  most  accurate  ap- 
proach when  positive.  Ancillary  investiga- 
tions such  as  exercise-testing  increase  histori- 
cal approach  when  positive  but  help  very 
little  when  negati\e.  Still  to  be  considered  are 
the  cases  tvithout  anatomic  coronary  artery 
disease  but  with  a positive  history  and/or 
exercise  test.  This  group  has  recently  been  a 
center  of  great  controversy,  and  various 
mechanisms  such  as  small  vessel  disease,  syn- 
drone  X,  coronary  artery  steal,  etc.  have  been 
proposed. 

Collateral  circulation  apjtears  to  offer  little 
protection  against  symptomatic  angina  or 
ischemic  changes  during  exercise  testing. 
This  group  may,  hotvever,  have  a longer  sur- 
vival, a subject  not  investigated  in  the  review. 

Conclusions 

1.  Coronary  arteriography  is  a safe  procedure 
done  in  a community  hospital. 

2.  Because  of  the  huge  number  of  possible 
candidates  for  this  study,  some  community 
hospitals  must  be  equipped  to  share  this  bur- 
den with  the  medical  centers. 

3.  Most  studies  done  in  the  community  today 
are  primarily  diagnostic  angiograms.  Coro- 
nar)'  angiography  thus  has  become  another 
tool  for  the  clinician  to  use  in  the  handling 
of  patients  with  chest  pain. 

4.  'When  patients  are  referred  for  surgery  the 
initial  study  is  rarely  repeated. 

5.  Analysis  of  other  parameters,  namely,  clini- 
cal history  and  exercise  testing  had  shown 
excellent  correlation  with  angiography  when 
positive  but  uncertain  results  when  negative. 

6.  The  educational  value  of  the  above  conclu- 
sions in  an  active  medical  community  is  felt  to 
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be  very  important  for  all  physicians  involved 
in  the  problem  of  chest  pain  and  disposition 
of  angina  pectoris. 
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254  Easton  Avenue 


New  Pamphlet  on  Allergies 

Allergic  reactions  are  not  new.  Foitr  centuries 
before  the  birth  of  Christ,  for  example.  Hip 
pocrates  described  an  illness  that  today  we 
know  as  asthma.  Btit  medical  knowledge 
about  hypersensitivity  to  tilings  in  the  envi- 
ronment is  a relatively  recent  development. 
1 lie  subject  is  explored  in  the  new  Public 
Allairs  Pamphlet,  fVhat  Do  We  Knoiu  about 
Allergies?,  by  Michael  H.  K.  Irwin,  M.D.  It  is 
availalile  for  35  cents  from  the  Public  Affairs 
Committee,  381  Park  Avenue  South,  New 
\’ork  Ciity  10016. 

Although,  as  Dr.  Irwin  points  out,  an  allergy 
can  simply  be  a nuisance  for  millions  of  peo- 
ple, it  can  be  a “severe  physical  and  psycho- 
logical affliction.’’  Dr.  Irwin  describes  how  a 
physician  goes  about  investigating  the  source 
of  the  allergy  and  the  treatment  most  com- 
monly prescribed.  Included  are  corticosteroid 
prejiarations  such  as  hydrocortisone,  pred- 
nisone, and  prednisolone.  But  these  must  be 
useil  only  under  a doctor’s  supervision,  for 
they  are  very  strong  medications. 

Dr.  Irwin  also  considers  the  importance  of 
heredity  and  age  in  relation  to  allergy,  and 
psychosomatic  aspects.  On  the  last,  he  writes: 
“It  is  getierally  agreed  that  tension,  overwork, 
latigue,  fright,  and  extreme  anger  can  precip- 
itate or  aggravate  the  symptoms  of  many  al- 
lergies. But  whether  jjsychosomatic  factors 
alone  can  actually  cause  an  allergy  to  develop 
is  a question  that  needs  more  study.’’ 
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New  'Trism"  Magazine 

The  American  Medical  Association  an- 
nounces a new  magazine  directed  to  Ameri- 
can physicians.  First  issue  of  the  new  publica- 
tion, Prism,  was  mailed  in  April.  It  will  be 
free  to  all  members  of  the  AMA,  and  will  in- 
clude physicians  engaged  in  patient  care  and 
residents  in  their  final  year  of  training.  Total 
circulation  will  be  more  than  20(),000. 

Addressing  itself  to  the  socioeconomic  ques- 
tions of  health  care  and  medicine.  Prism  is  in 
response  to  the  demands  of  physicians  and  its 
publication  has  been  encouraged  by  medical 
specialty  groups.  Physicians  have  expressed 
the  need  for  authoritative  articles  dealing 
with  the  social,  ethical,  economic,  and  philo- 
sophic implications  of  medicine. 

This  new  journal  provides  a forum  Avhere  the 
problems  and  challenges  confronting  medi- 
cine can  be  explored.  It  will  include  many 
opinions  at  variance  with  AM.\  policy.  Ern- 
est B.  Howard,  M.D.,  Executive  Vice  Pres- 
ident of  the  AMA  affirms  the  editorial  free- 
dom of  the  magazine:  “.  . . we  will  entertain 
viewpoints  from  the  right,  center,  and  left  of 
tlie  spectrum  of  issues  that  affect  all  of  us.’’ 

Counter  to  the  trend  in  the  magazine  busi- 
ness of  reducing  the  physical  size  of  out-size 
books  to  the  more  conventional  8Vi  x 1 1 
inche.s.  Prism  will  be  11  x 11.  The  size  will 
allow  greater  grajihic  freedom  for  the  disj)lay 
of  editorial  and  pictorial  content. 
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He  won’t  resist 
feeling  better  with 


Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 
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aluminum  and  magnesium  hydroxides  with  simethicone 


TABLETS 
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^^ntiacid”  action 
for  ulcer  patients. . . 


one  of  the  many 
things^ou  need  in  an 
anticholinergic. 


Pro-Banthlne  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
Hlling  patient  needs,  among  which  are: 

"Antiacid"  action — Pro-Banthine®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

"Sustained"  action — Pro-Banthine  P.A.®  (propan- 
theline bromide ) contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic"  action — Pro-Banthine  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool" — Pro-Banthine  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthine® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-BanthTne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-Banth?ne  P.A.— Each  tablet  of  Pro-BanthTne  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
BanthTne  15  mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthine®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 


SEARLE 
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Address  medical  inquiries  to;  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 
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Pro-Banthine* 

brand  of  ill*  1 *1 

propantheline  bromide 

a good  option  in  peptic  ulcer 


The  Rx  that  says 

“Relax” 


"UTI jOL  Sodi-.m  provides  nichly  roaictzbie  sedative  oi«  - 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  form| 
and  4 strengths  to  make  adjustments  easy.) 

BUTiSOL  Sodium  offers  prompt,  smooth,  relatively 
cumuirtive  actloi;.  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has| 
neither  a "roller-coaster"  nor  a "hangover"  effect. 

rUT'SOL  ^caiii.r.  is  ren'^'’‘'-*---ly  w;,ll  tol_rated: 
a 30-year  safety  record  assures  you  that  there  is  little  likeliho^ 
of  unexpected  reactions. 

iTiSOL  Sodium  saves  your  ^^iients  mon'' 
costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers.* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  setj 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

‘Based  on  surveys  of  average  daily  prescription  costs. 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  fonning. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at  ^ 
daytime  sedative  dose  levels,  skin  rashes,  “hangover"  and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  t.i.d.  or  q.i.d.  For  hypnosis.  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol  7%).  V 
BUTICAPS*  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg..’? 
50  mg.,  100  mg. 


McNEIL  McNeil  Laboratories.  Inc.,  Fort  Washington,  Pa.  19034 


Synovectomy  and  replacement  arthroplasty  have  been 
foutid  to  be  useful  in  the  management  of  rheumatic 
arthritis  of  the  lower  extremities. 


Surgery  in  Rheumatoid  Arthritis 
of  the  Lower  Extremities* 


Henry  H.  Sherk,  M.D.  and 
William  T.  Kimier,  M.D./Camden 

Between  1965  and  the  end  of  1971,  the  De- 
partment of  Rheumatology  and  Orthopedic 
Surgery  at  the  Cooper  Hospital  in  Camden 
collaborated  in  the  treatment  of  100  patients 
with  rheumatoid  arthritis.  This  paper  has  as 
its  purpose  a synoptic  presentation  of  the 
types  of  operations  we  selected  in  this  group 
of  patients  and  a brief  analysis  of  our  results. 
We  divided  the  operations  into  three  catego- 
ries: synovectomy,  arthroplasty,  and  arthrode- 
sis. 

Synovectomy  had  as  its  purpose  the  removal 
of  proliferating,  destructive  rheumatoid  syno- 
vial membrane  before  that  tissue  could  irre- 
versibly erode  articular  cartilage,  ligaments, 
and  tendons.  By  performing  this  early  in  the 
disease  we  hoped  to  halt  the  destructive  proc- 
ess and  preserve  a useful  arc  of  painless  mo- 
tion. We  recommended  synovectomies  to  pa- 
tients when  six  months  of  good  but  unsuccess- 
ful treatment  had  failed  to  eliminate  pain, 
persistent  swelling,  and  clinically  palpable  syn- 
ovial thickening.  Indications  for  synovectomy 
grew  stronger  when  the  disease  produced  ear- 
ly deformity  such  as  flexion  contracture. 

When  the  disease  process,  however,  had 
caused  extensive  changes  within  the  joint  we 
did  not  recommend  synovectomy  because  of 
the  propensity  for  such  joints  to  develop  ad- 
hesions which  markedly  limit  motion.  In 
more  advanced  cases  we  advised  a reconstruc- 
tive procedure  or  arthroplasty  in  an  attempt 
to  correct  deformity,  relieve  swelling  and  pain, 
and  restore  motion. 


We  performed  fusions  of  involved  joints  only 
rarely  in  this  group  of  patients.  Fusion  of  one 
joint  places  considerable  stress  on  the  ad- 
jacent joints.  In  rheumatoids  (who  so  often 
go  from  remissions  into  relapses)  immobility 
ol  one  joint  might  require  too  much  of  an 
adjacent  articulation.  Occasionally,  however, 
arthrodesis  offers  a quick  and  effective  way  of 
relieving  pain  and  correcting  deformity,  par- 
ticularly when  involvement  of  other  joints  is 
not  severe. 

In  this  series  of  56  patients  ages  ranged  from 
5 to  75  years,  averaging  38.9  years.  Most  of  the 
patients  were  women  in  the  ratio  of  2 to  1. 

Surgery  of  the  foot,  particularly  multiple 
metatarsal  head  resections  through  a single 
transverse  plantar  incision,  offered  most  pa- 
tients an  effective  means  of  achieving  a good 
gait  without  foot  pain.  These  patients  pre- 
operatively  had  difficulty  obtaining  shoes  with 
their  severe  bunion  and  hammer  toe  deformi- 
ties, painful  calluses  restricted  their  activities. 
Resection  arthroplasty,  removing  all  five 
metatarsal  heads,  shortens  the  foot  somewhat 
but  it  corrects  the  bunion  and  hammer  toe 
deformities  to  a degree  sufficient  to  permit  the 
wearing  of  normal  shoes.  All  of  these  patients 
had  rather  advanced  rheumatoid  disease 
causing  pain  in  other  joints.  Consequently, 
they  voluntarily  restricted  their  activities  not 
placing  excessive  demands  on  the  reconstruct- 
ed foot.  This  reduced  level  of  activity  may 
account  for  our  apparently  good  results  from 

•Read  before  the  Section  on  Rheumatism,  206th  An- 
nual Meeting,  The  Medical  Society  of  New  Jersey,  -At- 
lantic City,  May  8,  1972.  The  original  presentation  also 
included  discussion  of  surgery  of  the  upper  extremities. 
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this  type  of  operation  but  we  found  it  neces- 
sary to  revise  the  resection  arthroplasty  in 
three  patients  in  whom  we  had  apparently 
failed  to  achieve  a straight-line  cut  across  the 
forefoot.  The  resultant  bony  prominence  in 
the  sole  of  the  foot  required  additional  resec- 
tion to  even  oft  the  metatarsal  shafts.  Support 
in  a shoe  fitted  with  outside  metatarsal  bars 
provided  patients  with  post-operative  support 
and  we  utilized  this  type  of  device  post- 
operatively  as  a routine.^’  * 

Table  I 

Lower  Extremity 

Foot 

Resection  metatarsal  head  9 

Hind  foot  repair  (triple  arthrodesis)  1 

Bunion  and  hammer  toe  correction  4 

14 


Knee 

Synovectomy  12 

Synovectomy  with  osteotomy 

(3-tibial  and  1 -supracondylar)  4 

Tibial  plateau  arthroplasty  1 

MGH*  femoral  condylar  mold  2 

Arthrodesis  2 

Giant  synovial  cyst  excision  3 


Cup  arthroplasty  9 

Ring  prosthesis  3 

Charnley-Muller  prosthesis  4 

Synovectomy  1 

Moore  prosthesis  1 


18 

• Mas.sachusctts  General  Hospital 

One  patient  in  this  series  had  a painful,  rigid 
flatfoot  which  did  not  respond  to  a molded 
steel  Whitman  plate.  During  this  time  we  saw 
several  other  patients  with  the  same  problem 
but  they  all  responded  to  external  support. 
Once  the  patient  had  the  rigid  valgus  deform- 
ity corrected  surgically,  however,  she  had  no 
foot  pain  and  walked  normally.  In  this  in- 
stance, fusion  of  the  involved  joints  removing 
wedges  of  bone  to  correct  the  deformity  was 
the  only  procedure  which  could  have  altered 
the  patient’s  situation  for  the  better.^ 

In  the  knee,  we  performed  sixteen  synovecto- 


mies”’ ® combining  four  of  these  with  osteoto- 
mies to  correct  varus  or  valgus  deformities. 
Pre-operatively  we  resorted  to  aggressive 
measures  to  correct  flexion  deformity  down  to 
no  more  than  ten  degrees  of  flexion.  This  ne- 
cessitated more  than  gentle  manipulation  and 
splinting  in  ten  patients.  They  required  skele- 
tal traction  for  at  least  two  weeks  before  the 
tibia  could  be  safely  extended  on  the  distal 
femur.  We  combined  longitudinal  traction 
through  a proximal  tibia  pin  with  skin  trac- 
tion on  the  lower  leg.  Following  this  gentle 
passive  manipulation  corrected  the  last  few 
degrees  of  deformity. 

In  the  first  five  patients  who  had  synovecto- 
mies we  continued  splinting  post-operatively 
for  at  least  two  weeks  but  we  have  subse- 
quently learned  that  early  motion  is  critical  in 
this  group  of  patients  to  maintain  flexibility. 
We,  therefore,  have  splinted  these  patients  for 
a few  days  following  which  the  wounds  have 
been  sealed  with  collodion  spray,  (.-\ero- 
plast®).  The  patient  begins  active  exercises 
and  hydrotherapy  in  a Hubbart  tank  shortly 
thereafter.  Since  adopting  this  loutine  we 
have  been  able  to  maintain  a range  of  flexibil- 
ity from  10  to  90  degrees  of  flexion  Avithout 
pain  in  the  patients  who  have  had  synovecto- 
mies of  the  knee. 

We  have  had  adverse  experience  regarding 
preservation  of  knee  motion  in  patients  Avho 
had  combined  synovectomy  and  osteotomy, 
since  these  patients  required  at  least  five 
weeks  of  post-operative  immobilization. 
Despite  considerable  stiffness,  hoAvever,  these 
patients  have  found  that  the  freedom  from 
painful  recurrent  effusions  and  the  correction 
of  deformity  at  least  partly  justified  the  oper- 
ation. 

Our  knee  arthroplasties  have  yielded  a mixed 
degree  of  success.  The  patient  Avith  the  medial 
tibial  plateau  prosthesis  did  Avell  for  several 
months  possibly  as  a result  of  the  synoAectomy 
Avhich  accompanies  the  insertion  of  the  pros- 
thesis. Subsequently,  however,  pain  and  de- 
formity recurred.  (Figure  1)  Discomfort  be- 
came so  severe  that  she  required  total  knee 
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Figure  1— AP  roentgenogram  showing  failed  tibial 
plateau  prosthesis  with  recurrent  varus  deformity  and 
pain. 


replacement  with  a geometric  prosthesis.  In 
the  short  term  after  the  second  procedure,  she 
experienced  dramatic  relief  of  pain  with  cor- 
rection of  a 30  degree  varus  deformity  and  the 
regaining  of  a 95  degree  arc  of  motion.  ® 

The  MGH*  femoral  condylar  molds  have  ap- 
parently given  an  otherwise  non-ambulatory 
patient  a range  of  mobility  tvhich  permits  her 
to  walk  about  her  first  floor  on  crutches.  She 
has  no  knee  pain,  can  carry  both  knees 
through  a 90  degree  arc  of  motion  from  a 5 
degree  flexion  contracture  to  95  degrees  of 
further  flexion.  She  has  bilateral  hip  involve- 
ment but  has  refused  hip  replacements.  She 
feels  satisfied  with  this  level  of  activity  and 
wants  no  additional  surgery. 

Our  experience  with  surgery  in  eighteen  rheu- 
matoid hips  parallels  that  reported  in  larger 
series.  In  nine  cup  arthroplasties  we  had  two 
which  recjuired  revision.  Another  dislocated 
in  the  throes  of  an  intense  rheumatoid  flare- 


Figure  2— AP  roentgenogram  showing  geometric  knee 
pro.stliesis  salvaging  the  failed  tibial  plateau  prosthesis. 


up  producing  nearly  uncontrollable  knee  flex- 
ion deformities.  Despite  skeletal  traction  and 
posterior  splints,  the  knees  went  up  into 
marked  flexion  which,  with  adduction  and 
internal  rotation,  forced  the  reconstructed  hip 
to  dislocate  posteriorly.  Because  of  the  pa- 
tient’s poor  condition,  we  were  unable  to  op- 
erate on  him  again  and  he  subsequently  died. 
The  remaining  six  cup  arthroplasties  have 
yielded  results  ranging  from  fair  to  good.® 
On  balance,  however,  cup  arthroplasty  has 
proved  unpredictable  and  since  the  advent  of 
total  hip  replacement  it  will  probably  find  less 
application  than  heretofore. 

Total  hip  replacement®  has  seemingly  revolu- 
tionized reconstructive  hip  surgery.  Extensive 
experience  with  it  since  the  mid-1960’s  indi- 
cates that  surgery  can  mobilize  these  patients 
much  more  quickly  and  with  greater  assur- 
ance of  adequate  pain  relief  than  was  previ- 

*Massachusetts  General  Hospital. 
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Figure  3— AP  roentgenogram  showing  degenerative 
changes  complicating  a rheumatoid  hip. 


Figure  4— AP  roentgenogram  showing  correction  of  a 
rheumatoid  hip  witli  a Charnley-Muller  total  hip 
prostliesis. 


ously  possible.  The  Food  and  Drug  Adminis- 
tration made  methyl  methacrylate  generally 
available  in  October  1971.  Prior  to  that  time, 
strictures  on  the  use  of  methyl  methacrylate 
required  most  surgeons  to  use  a total  hip  re- 
placement which  did  not  utilize  the  cement. 

We  did  three  Ring  total  hip  replacements 
despite  a theoretical  objection  that  the  femor- 
al and  acetabular  components  might  loosen  in 
the  porotic  bone  of  the  rheumatoid  patient. 
Again  the  restricted  level  of  activity  these  pa- 
tients usually  manifest  may  have,  in  these  in- 
stances, worked  in  their  favor  because  all 
three  patients  have  expressed  satisfaction  with 
their  operation.  They  have  nearly  full  ranges 
of  motion  and  tve  have  rated  them  as  good 
results.  Since  October  1971  we  have  per- 
formed six  Charnley-Muller  hip  replacements 
in  patients  with  rheumatoid  arthritis.  Results 
in  this  small  group  over  a short  period  of  time 
are  dramatic  especially  when  compared  to  the 
previously  available  procedure  of  cup  arthro- 
plasty. To  date  all  of  the  hip  incisions  have 
healed  well  and  none  of  our  patients  have 
developed  wound  infections.  (Figtires  3 and 

4) 

Four  patients  who  underwent  hip  surgery 
have  also  had  surgery  performed  on  other 
joints  in  the  lower  extremities.  Precise  quanti- 
tation of  results  of  these  multiple  procedures 
is  difficult.  Two  of  these  patients  had  difficul- 
ty in  pursuing  the  goal  of  full  ambulation. 
Fatigue,  muscle  weakness,  erosion  of  their  mo- 
tivation, and  persistent  joint  pain  elsewhere 
compromised  their  end  results.  Two  other 
patients,  however,  tvith  total  hip  replacements 
and  other  joint  surgery  have  responded  well 
and  express  satisfaction  with  increased  mobili- 
ty and  decrease  in  pain. 

Summary 

A\'e  have  presented  our  experience  with  sur- 
gery in  rheumatoid  arthritis  of  the  lower  ex- 
tremities in  a community  hospital  over  a seven 
year  period.  We  have  found  that  syno\ectomy 
has  its  greatest  application  in  early  cases  of 
knee  involvement.  Replacement  arthroplasty 
of  the  hip  and  knee,  at  present,  has  proved 
most  useful. 
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Psychiatric  Drugs  Effective  in  Preventing  Post-Hospital  Relapse 


A research  project  in  Maryland  shows  that 
continued  psychiatric  medication  in  the  post- 
hospital treatment  of  schizophrenic  patients 
is  highly  effective  in  preventing  relapse. 

Principal  investigator  Gerard  E.  Hogarty, 
Chief  of  Social  Science  Research  at  Friends 
Medical  Science  Research  Center  in  Balti- 
more, is  continuing  the  study  under  a grant 
from  the  National  Institute  of  Mental 
Health.  Hogarty  and  his  colleague.  Dr.  Solo- 
mon C.  Goldberg,  of  NIMH’s  Psycho- 
pharmacology Research  Branch,  initiated  the 
study  to  find  out  how  two  modes  of  treatment 
— drug  medication  and  sociotherapy — relate 
to  the  prevention  of  relapse.  The  team  also 
sought  to  test  the  effect  of  continued  drug  use 
in  improving  social  adjustment  among  the 
discharged  patients. 

The  investigators  found  that  only  31  per  cent 
of  the  patients  being  given  a major  tranquil- 
izer were  rehospitalized  during  the  first  year 
following  discharge,  a rate  less  than  half  of 
that  for  patients  receiving  a dummy  medica- 
tion. 

Participating  in  the  study  were  374  patients 
treated  for  schizophrenic  disorders  at  three 
Maryland  State  Hospitals  serving  the  Balti- 
more area.  Following  discharge,  patients  were 
grouped  and  assigned  to  one  of  four  treat- 
ment regimens.  These  included  drug  alone 
(Thorazine®),  drug  with  sociotherapy  (social 


casework  and  vocational  rehabilitation  coun- 
seling), placebo  alone,  and  placebo  with  so- 
ciotherapy. 

In  the  January  Archives  of  General  Psychia- 
try the  investigators  reported  that  all  patients, 
whether  on  drugs  or  placebo,  who  ^vere  not 
rehospitalized  within  six  months,  were  adjust- 
ing equally  well.  After  six  months,  however, 
placebo  patients  began  to  relapse  at  a rate 
twice  that  of  those  who  received  drugs.  The 
researchers  suggested  that  the  drug  should  be 
maintained  for  its  long-term  preventive  value 
as  well  as  for  its  immediate  therapeutic  effect. 
Although  psychiatric  drugs,  are  frequently 
prescribed  for  patients  after  discharge,  if  dis- 
continued when  the  symptoms  become  less 
obvious,  the  drugs’  full  potential  is  nullified. 

The  project  is  also  contributing  to  a fuller 
understanding  of  the  after-care  process  as  a 
whole.  The  data  indicate  the  psychotherapies 
used  in  the  after-care  of  mentally  and  emo- 
tionally disordered  patients  might  require  at 
least  a year  to  show  a noticeable  effect.  .\1- 
though  average  lengths  of  hospitalization 
have  decreased  dramatically  since  psychothera- 
peutic drugs  were  introduced  in  the  mid- 
1950’s,  the  frequent  rehospitalization  of  pa- 
tients has  become  a major  problem.  The 
NIMH-supported  study  is  the  first  compie- 
hensive  effort  to  evaluate  the  preventive  val- 
ue of  drugs  in  the  post-hospital  care  of  ]>a- 
tients. 
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Isolated  infarction  of  the  right  ventricle  is  difficult  to 
diagnose  except  at  autopsy.  But  it  has  to  be  considered. 


Right  Ventricular  Infarction* 


Subhash  Kherdekar,  M.D./Boston  and 
Michael  A.  Nevins,  M.D./Paramus 

Massive  left  ventricular  infarction  is  not  in- 
frequently associated  with  necrosis  of  contigu- 
ous portions  of  the  right  ventricle.  In  one 
quantitative  study  of  infarcted  myocardium 
of  20  j^atients  dying  in  cardiogenic  shock  all 
but  three  had  some  degree  of  right  ventricular 
involvement.  Four  had  infarcted  greater  than 
50  per  cent  of  the  right  ventricular  mass.^ 
Isolated  infarction  of  the  right  ventricle,  how- 
ever, is  rare.  In  this  paper  we  will  review  the 
frequency,  pathogenesis,  and  clinical  features 
of  this  unusual  condition. 

In  1930,  Sanders^  described  a patient  dying  of 
coronary  thrombosis  ^vho  Avas  found  at  post- 
mortem to  have  massive  right  ventricular  in- 
farction. Later  sporadic  reports  described  ad- 
ditional cases.  Some  have  been  associated 
with  congenital  disorders  such  as  single  coro- 
nary artery®  or  total  anomalous  pulmonary 
venous  connection.^  In  a review  of  autopsies 
of  1651  patients  dying  of  myocardial  infarc- 
tion, Zaus®  found  29  cases  of  isolated  right 
ventricular  necrosis.  Bean®  described  nine 
cases  in  a postmortem  series  of  481  myocardial 
infarctions  and  FeiF  and  Mallory®  respec- 
tively found  isolated  right  ventricidar  involve- 
ment in  one  of  34  and  one  of  54  cases  of  acute 
myocardial  infarction.  Thus,  the  incidence  of 
isolated  right  ventricular  necrosis  is  between 
one  and  two  per  cent  of  patients  with  autopsy 
evidence  of  acute  myocardial  infarction.  In 
men  between  the  ages  of  18  and  39  dying  of 
myocardial  infarction®  the  incidence  of  right 
ventricular  necrosis  was  somewhat  higher: 
4.6  j)er  cent. 

• From  the  De])artmcnt,  of  Medicine,  Bergen  Pines 
County  Hospital,  Parainns,  where  Dr.  Nevins  is  Co- 
Director  of  Sicdical  Education.  Dr.  Kherdekar  is  now 
at  the  Peter  Brent  Brigham  Hospital  in  Boston.  Phis 
palter  was  previously  pithlished  in  the  Bergen  Pines 
Medical  Staff  Report,  .\pril  1972. 


None  of  the  explanations  offered  by  different 
workers  to  account  for  the  rarity  of  this  condi- 
tion is  entirely  satisfacton',  and  the  patho- 
genesis of  right  ventricular  infarction  still  re- 
mains a matter  of  speculation. 

We  do  know  that  there  are  three  systems  of 
veins  in  the  human  heart.  The  Thebesian 
system  is  the  smallest  and  occurs  primarily  in 
the  right  atrium  and  right  ventricle,  but  is 
occasionally  found  in  the  left  side  of  the  heart 
also.  Blumgart,  et  suggested  that  a nu- 

tritive function  of  this  system  might  account 
for  the  relative  immunity  of  the  right  ventri- 
cle to  infarction.  Prinzmetal,'’^  however, 
showed  that  blood  flowing  into  an  ischemic 
area  of  a dog’s  right  ventricle  was  arterial  and 
not  Thebesian. 

The  left  coronary  tree  is  affected  by  athero- 
sclerotic disease  more  frequently  than  the 
right.  In  Bean’s  postmortem  series®  of  287 
infarctions,  the  left  coronary  tree  was  seri- 
ously involved  in  84  per  cent  and  the  right  in 
21  per  cent  of  cases.  .Similarly,  Wartman®® 
found  the  right  coronary  artery  either  alone 
or  in  combination  with  other  arteries  to  be 
implicated  in  35  per  cent  of  132  infarcts  while 
the  left  anterior  descending  artery  rvas  oc- 
cluded in  70  per  cent  of  cases. 

Greater  involvement  of  the  left  coronary  tree 
might  be  explained  by  the  anatomic  and 
physiologic  differences  in  the  structure  of  the 
two  ventricles  and  their  vaserdatnre.  The  deep 
branches  of  arteries  of  the  left  ventricle  leave 
the  main  trunk  at  right  angles  and  pass  di- 
rectly through  the  myocardium  rvhile  those  of 
the  right  ventricle  spread  out  in  practically 
the  same  plane  as  the  jjarent  trunk.®®  The 
more  obtuse  angle  with  which  perforating 
branches  arise  in  tlie  right  ventricle  may  re- 
sult in  the  less  acute  bending  of  these  arteries. 
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The  sharper  angle  of  origin  in  the  left  ventri- 
cle may  give  rise  to  more  traumatic  bending 
during  systole  favoring  arterial  degeneration. 

Prinzmetapi  showed,  both  in  man  and,  experi- 
mentally, in  dogs,  that  after  acute  coronary 
occlusion  there  is  a continuous  actively  cir- 
culating collateral  blood  flow  in  the  portion 
of  myocardium  rendered  ischemic  by  the  oc- 
clusion of  its  main  artery.  He  suggested  that 
interarterial  coronary  anastomoses  were  the 
chief  source  of  collateral  circulation.  He  also 
established  that  the  anastomotic  blood  supply 
to  ischemic  portions  of  the  right  ventricle  was 
better  than  that  to  the  ischemic  left  ventricle 
and  concluded  that  right  ventricular  infarction 
is  rare  because  the  collateral  circulation  to  it 
usually  is  adequate  to  prevent  necrosis. 

Systolic  coronary  inflow  is  relatively  greater 
in  the  right  than  in  the  left  coronary  artery. 
Since  ischemic  myocardium  can  oiler  only 
passive  resistance  to  the  intraventricular  cav- 
ity pressures,  the  collateral  flow  during  systole 
meets  with  more  resistance  when  flowing  from 
right  to  left  than  when  the  reverse  is  the 
case.^®  The  relative  thinness  of  the  right 
ventricle  has  given  rise  to  the  idea  that  it  de- 
rives nutrition  directly  from  blood  in  its  cav- 
ity.^® There  is,  however,  no  evidence  either 
clinical  or  experimental  to  substantiate  this. 

The  metabolic  requirements  of  the  left  ventri- 
cle are  greater  than  those  of  the  right  ventri- 
cle, not  only  because  of  its  greater  mass,  but 
also  because  under  normal  conditions  it  per- 
forms about  three  times  as  much  work  by 
weight  as  the  right  ventricle. Consequently, 
damage  to  the  right  ventricle  requires  greater 
reduction  in  blood  supply  than  is  necessary 
to  produce  ischemic  necrosis  of  the  left  ventri- 
cle. 

Wade^®  noted  that  right  ventricular  infarc- 
tion often  occurs  in  hypertrophied  hearts.  In 
a study  of  healthy  farm  pigs  gradual  occlusion 
of  the  right  coronary  artery  produced  left 
ventricular  infarction  in  all,  but  right  ventric- 
ular infarction  in  none  of  the  cases. When 
pulmonarv'  hypertension  and  right  ventricular 
hypertrophy  were  induced  by  pulmonary 


artery  banding,  right  coronary  occlusion  now 
■caused  right  ventricular  infarction  in  80  per 
cent  of  cases.  Thus,  when  the  right  ventricle 
was  made  comparable  in  mass  and  wall  tension 
to  the  left  ventricle,  the  incidence  of  infarc- 
tion increased  drastically.  There  tvas  no  con- 
sistent correlation,  hotvever,  between  the  de- 
gree of  collateralization  and  the  size  of  the 
right  ventricular  infarction.  This  obseiwation 
is  in  agreement  with  James’  statement^'  that 
in  the  presence  of  long-standing  mitral  steno- 
sis or  pulmonarv  emphysema  the  thickened 
right  ventricle  infarcts  with  the  same  fre- 
quency as  the  normal  left  ventricle. 

Except  for  its  left  anterior  third,  the  right 
ventricle  is  supplied  by  the  right  coronary 
artery.^®  In  the  vast  majority  of  isolated  right 
ventricular  infarctions,  basal  parts  are  in- 
volved and  the  main  right  coronary  artery  is 
occluded.  The  anterior  wall  is  affected  only 
rarely  and  then  the  infarct  is  usually  focal. 

Clinical  Features 

Our  knowledge  of  the  natural  history  of  this 
condition  is  scanty  since  it  is  very  rare  and  the 
diagnosis  almost  always  is  made  at  the  autopsy 
table.  The  incompleteness  of  the  available 
data,  in  retrospect,  makes  it  difficult  to  make 
definitive  remarks  about  the  distinctive  clini- 
cal features. 

Circulatory  failure  was  noted  in  all  of  'Wade’s 
seven  cases^®  and  in  five  “right-sided  failure 
also  siqaervened.’’  Zaus,  et  ol.,^  in  a case  report 
of  ma.ssive  right  ventricular  infarction  re- 
marked that  the  early  clinical  manifestations 
are  due  to  “low  input-output  failure  of  the 
left  ventricle  and  . . . death  probably  inter- 
vened too  soon  to  ])ermit  se\  ere  congestion  to 
appear.’’ 

Several  groups  were  unable  to  produce  a 
significant  rise  in  peripheral  venous  pressure 
in  dogs  by  directly  damaging  the  right  ventri- 
cle.i®’  Thus,  it  is  unlikely  that  the  periph- 
eral venous  congestion  and  rise  in  venous 
pressure  so  often  associated  with  cardiac  dis- 
ease in  man  are  caused  directly  and  jiredomi- 
nantly  by  right  ventricular  failure.  The  dam- 
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aged  right  ventricle  functions  passively  as  an 
efficient  pump  by  virtue  of  mechanical  energy 
transmitted  from  the  left  ventricle  through 
the  continuity  of  circumscribing  ventricular 
muscle  bands.-® 

It  appears  tliat  when  the  thin-walled  right 
ventricle  becomes  infarcted,  the  lesion  is  par- 
ticularly liable  to  become  transmural  and  my- 
ocardial rupture,  pericarditis,  mural  throm- 
bosis, and  pulmonary  embolism  are  not  in- 
frequent complications. 

Electrocardiographic  Features 

The  electrocardiographic  diagnosis  of  right 
ventricular  infarction  is  difficult  because  of 
the  small  action  potentials  generated  by  the 
right  ventricle  relative  to  those  of  the  left 
chamber.  Although  there  are  no  definitive 
criteria  for  right  ventricular  infarction  several 
features  may  l)e  suggestive. 

If  right  ventricular  infarction  is  sufficiently 
extensive  to  involve  the  anterolateral  wall  of 
the  right  ventricle,  the  diagnosis  may  be  sug- 
gested by  ST  elevation  in  the  right  precordial 
leads  and  reciprocal  ST-T  depressions  in  the 
left  precordial  leads.^®  During  right  ventricu- 
lar hypertrophy  an  area  that  particularly  in- 
creases its  mass  is  the  crista  supra ventricu- 
laris.  James^^  suggested  that  this  selectively 
hypertrophied  area  may  be  particularly  sus- 
ceptible to  infarction.  This  posterobasal  por- 
tion of  the  right  ventricle  is  one  of  the  last 
areas  to  be  depolarized  normally  and  when 
hypertrophied  the  electrocardiographic  pat- 
tern includes  deep  S waves  in  leads  I,  II  and 
III  or  a tall  terminal  R-prime  wave  in  aVR. 
Loss  of  such  terminal  superior,  posterior 
rightward  oriented  vectors  might  indicate  loss 
of  cristal  mass  due  to  infarction. 

In  infants  the  left  ventricle  generates  a small- 
er fraction  of  the  QRS  potential  and  the 
dominant  QRS  vector  is  anteriorly  oriented 
and  generated  by  the  right  ventricle.  Right 
ventricular  infarction  in  this  age  group  is 
easier  to  recognize  electrocardiographically. 
In  14  cases  of  infarction  of  the  anterior  pap- 

Bergen  Pines  H 


illary  muscle  of  the  right  ventricle  in  infants 
with  total  anomalous  pulmonary  venous 
drainage,  seven  had  Q waves  in  V3R  and 
three  had  diminishing  R waves  in  VgR,  Vj 
and  aVR.* 

Prognosis 

In  one  series  the  average  survival  was  three 
weeks  from  the  onset,  with  a range  of  seven 
to  54  clays.^®  The  tendency  for  right  ventric- 
ular infarction  to  occur  in  hypertrophied 
hearts  which  are  already  compromised  by 
severe  ischemic  disease  and  the  frequency  of 
embolic  episodes  make  the  outlook  particu- 
larly grave. 
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A BERGEN  BRUNSWIG  COMPANY 


T4 


T4  IS  THE 
PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 


binding sites  in  the  blood.  T3  is 


more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

T3  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 

0.7-2.5  J: 

nanograms  % 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % id 
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TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT, 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  les 
concern  because  of  this  factor)’; 

(2)  since  SYNTHROID  contains  onl 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 


Side  effects,  when  they  do  occur,' 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 
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»ATIENTS  CAN  BE 
lUCCESSFULLY 
MAINTAINED  ON  A 
)RUG  CONTAINING 
'HYROXINE  ALONE. 


TOLL 

AHEAD 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


hyroxine  (T4)  is,  as  you  know, 
le  major  circulating  hormone 
reduced  by  the  thyroid  gland. 

3 is  also  produced,  in  smaller 
mounts,  and  is  active  at  the 
ellular  level.  For  years  it  has  been 
working  hypothesis  among 
ndocrinologists  that  T4  is 
onverted  by  the  body  to  T3.  In 
970  this  process,  called 
deiodination,”  was  demonstrated 

y Braverman,  Ingbar,  and  Sterling*. 

4 does  convert  to  T3,  though  the 
irecise  quantities  are  still  being 
tudied. 

The  conversion  has  been 
■linically  demonstrated  during  the 
dministration  of  T4  to  athyrotic 
latients.  Their  thyroid  status  is 
ormalized  on  SYNTHROID  alone, 
et  the  presence  of  T3  in  these 
latients  has  been  clearly  shown. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID"* 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolals,  C.  J.,  and  Berry,  C.  C.;  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


Synthroid 

wm  levothpxinEi) 


THE  FACTS  ARE 
I CLEAR  AND  HERE 
IIS  OUR  OFFER. 

FACTS: 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 
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OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 


Name 

Address 

City 

State 

Zip 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  spt 
cific  replacement  therapy  for  diminished  or  abser 
thyroid  function  resulting  from  primary  or  secondar 
atrophy  of  the  gland,  congenital  defect,  surgery,  e) 
cessive  radiation,  or  antithyroid  drugs.  Indications  fc 
SYNTHROID  (sodium  levothyr  'Xine)  Tablets  inciud 
myxedema,  hypothyroidism  without  myxedema,  hypr 
thyroidism  in  pregnancy,  pediatric  and  geriatric  hype 
thyroidism,  hypopituitary  hypothyroidism,  simpi 
(nontoxic)  goiter,  and  reproductive  disorders  assr 
ciated  with  hypothyroidism.  SYNTHROID  (sodium  lev( 
thyroxine)  for  Injection  is  indicated  for  intravenou 
use  in  myxedematous  coma  and  other  thyroid  dysfunc 
tions  where  rapid  replacement  of  the  hormone  is  re 
quired.The  injection  is  also  indicated  for  intramuscula 
use  in  cases  where  the  oral  route  is  suspect  or  cor 
traindicated  due  to  existing  conditions  or  to  absorp 
tion  defects,  and  when  a rapid  onset  of  effect  is  no 
desired. 

Precautions:  As  with  other  thyroid  preparations,  a 
overdosage  may  cause  diarrhea  or  cramps,  nervous 
ness,  tremors,  tachycardia,  vomiting  and  continue 
vyeight  loss.  These  effects  may  begin  after  four  or  fiv^ 
days  or  may  not  become  apparent  for  one  to  thre> 
weeks.  Patients  receiving  the  drug  should  be  observei 
closely  for  signs  of  thyrotoxicosis.  If  indications  0 
overdosage  appear,  discontinue  medication  for  2-( 
days,  then  resume  at  a lower  dosage  level.  In  patient 
with  diabetes  mellitus,  careful  observations  should  b> 
made  for  changes  in  insulin  or  other  antidiabetic  druj 
dosage  requirements.  If  hypothyroidism  is  accom 
panied  by  adrenal  insufficiency,  as  Addison’s  Diseas< 
(chronic  subcortical  insufficiency),  Simmonds's  Dis 
ease  (panhypopituitarism)  or  Cushing’s  syndrome  (hy 
peradrenalism),  these  dysfunctions  must  be  correctei 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine 
administration.  The  drug  should  be  administered  witi 
caution  to  patients  with  cardiovascular  disease;  devel 
opment  of  chest  pains  or  other  aggravations  of  cardie 
vascular  disease  requires  a reduction  in  dosage. 
Contraindications;  Thyrotoxicosis,  acute  myocardia 
infarction.  Side  effects:  The  effects  of  SYNTHROII 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani 
tested.  Side  effects,  when  they  do  occur,  are  secondar 
to  increased  rates  of  body  metabolism;  sweating,  hear 
palpitations  with  or  without  pain,  leg  cramps,  am 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  havi 
also  been  observed.  Myxedematous  patients  with  hear 
disease  have  died  from  abrupt  increases  in  dosage  0 
thyroid  drugs.  Careful  observation  of  the  patient  durini 
the  beginning  of  any  thyroid  therapy  will  alert  thi 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos 
age  followed  by  a more  gradual  adjustment  upwarr 
will  result  in  a more  accurate  indication  of  the  pa 
tient’s  dosage  requirements  without  the  appearancr 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva 
lent  to  approximately  one  grain  thyroid,  U.S.P.  Admin 
ister  SYNTHROID  tablets  as  a single  daily  dose 
preferably  after  breakfast.  In  hypothyroidism  withou 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily 
and  may  be  increased  by  0.1  mg.  every  30  days  unti 
proper  metabolic  balance  is  attained.  Clinical  evalua 
tion  should  be  made  monthly  and  FBI  measurement! 
about  every  90  days.  Final  maintenance  dosage  wil 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx 
edema,  starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  week! 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in 
tervals  by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  O.IE 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FUNT  LABORATORIES 

Division  of  travenoi  laboratories  inc 
Morton  Grove,  Illinois  60053 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android  5^ 

Methyltestosterone  N.F.-5  mg. 

Android  10 

Methyltestosterone  N.F.-10  mg. 


DESCRIPTION;  Methyltestosterone  is  17/7-Hydroxy-17-MethyIandrost*4  en 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency. 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor* 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS;  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre- 
cocious sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  P6I  may  be  decreased  in  patients  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention.  • Priapism  • Virili- 
zation in  female  patients  • Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION  Ta'llet's 

In  the  male; 

Eunuchoidism  and  eunuchism  10  to  40  mg. 

Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250. 
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Methyltestosterone  N.F.  -25  mg. 
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A baby  born  after  a pregnancy  complicated  by  abriip- 
tio  placentae  should  be  scrupulously  watched  for  pos- 
sible intravascular  coagulation. 


Neonatal  Intravascular 
Coagulation  Associated  With 
Abruptio  Placentae* 


Farouk  L.  Al-Salihi,  M.D.,  ef  al, 

Jersey  City 

Documented  cases  of  disseminated  intravascu- 
lar coagulation  (DIG)  in  a newborn  follow- 
ing abruptio  placentae  were  reported  by  Ed- 
son,  et  al.,'^  Hathaway,  et  al.^  and  Lascari 
and  Wallace.®  However  it  appears®  that  the 
incidence  of  bleeding  difficulty  due  to  DIG 
among  newborns  after  abruption  is  higher 
than  indicated  by  the  reported  cases.  Proved 
neonatal  DIG  with  defibrination  and  bleed- 
ing after  abruptio  placentae,  with  normal 
maternal  coagulation  studies,  has  not  been 
described.  We  are  here  describing  the  clinical 
and  histopathologic  findings  in  a case  of  ne- 
onatal DIG  with  onset  of  widespread  bleed- 
ing and  defibrination  following  labor  and  de- 
livery complicated  by  abruptio  placentae.  To 
our  knowledge  this  is  the  first  case  of  neona- 
tal DIG  associated  with  retroplacental  hema- 
toma in  which  the  clinical  symptoms  of  dis- 
ease in  the  newborn  occurred  as  late  as  the 
fifth  day  of  life. 

A 5-day-old  male,  presented  with  excessive  oozing  of 
blood  from  a femoral  venipuncture  site.  The  mother 
had  experienced  some  vaginal  bleeding  36  hours  prior 
to  a spontaneous  delivery  that  terminated  an  estimated 
gestation  of  32  weeks.  The  baby  breathed  and  cried 
immediately.  Birth  weight  was  1960  Grams.  Three 
hours  following  delivery,  the  infant  developed  gen- 
eralized cyanosis,  grunting  respiration,  and  retraction. 
He  was  placed  in  a controlled  environment  with  heat, 
humidity,  and  oxygen  as  needed  for  cyanosis.  After 
36  hours,  respiratory  signs  disappeared  and  oxygen 
was  discontinued.  The  infant  did  well  until  the  fifth 
day  when  jaundice,  increasing  lethargy,  poor  Moro 
and  sucking  reflexes  were  noted.  Penicillin  and  kana- 
mycin  were  started,  after  material  for  blood,  urine, 
and  nose  and  throat  cultures  was  obtained.  At  this 


time,  femoral  venipuncture  was  followed  by  oozing  of 
blood  from  the  puncture  site  for  45  minutes,  despite 
application  of  pressure. 

Family  History:  The  mother  was  a 17-year  old, 
Gravida  II,  Para  II— blood  type  O-positive.  A 1-year 
old  daughter  is  normal.  Pregnancy  was  uneventful 
until  36  hours  prior  to  delivery,  when  she  experienced 
the  sudden  onset  of  vaginal  bleeding  associated  with 
crampy  abdominal  pains.  The  infant  was  delivered 
after  four  hours  of  labor  complicated  by  continued 
bleeding  and  passage  of  clots.  A clot  was  noted  over 
33  per  cent  of  the  maternal  surface  of  the  placenta. 
Total  blood  loss  was  estimated  at  250  ml.  The  father 
is  alive  and  well.  No  family  history  of  bleeding  tiif- 
ficulty. 

Physical  Examination:  The  patient  was  a small  5-day- 
old  newborn  who  appeared  lethargic.  Head  circum- 
ference was  29  cm,  chest  circumference  27  cm,  and 
length  was  45  cm.  Respiratory  rate  was  50  per  minute. 
The  lungs  were  clear  to  auscultation.  Heart  rate  was 
100  per  minute,  and  no  murmurs  were  heard.  The 
abdomen  was  soft  and  not  distended.  'We  found  no 
visceromegaly  or  palpable  masses.  The  skin  and  con- 
junctivae  were  slightly  icteric.  Moro  and  sucking  re- 
flexes were  weak.  Blood  was  noted  to  ooze  from  a 
femoral  venipuncture  site. 

Laboratory  Data:  WOiite  blood  count  was  witliin 
normal  limits.  Blood  type  was  O negative  and  the 
direct  Coombs  test  was  negative.  Hematocrit  on  the 
third  day  of  life  was  58  per  cent.  On  day  five,  serum 
bilirubin  was  19.6  mg/100  ml  (indirect  17.4  mgm/100 
ml,  direct  2.2  mgm/100  ml) , the  hematoait  had  fallen 
to  30  per  cent,  and  urinalysis  revealed  a trace  of 
blood;  blood  platelets  were  125,000/  cu.  mm;  plasma 
fibrinogen  was  20  mgm/100  ml;  one  stage  prothrom- 
bin time  60.8  seconds  (control  11.8  seconds):  partial 
thromboplastin  time  150  seconds  (control  35  seconds)  ; 
thrombin  time  25.3  seconds  (control  10.4  seconds) 
and  clotting  time  7 minutes  25  seconds  (capillary 
method) . Chest  X-ray  %vas  negative.  Cultures  from  the 
blood,  urine,  nose  and  throat  were  negative. 

The  mother’s  hematocrit  on  the  seventh  postpartum 
day  was  33  per  cent.  Clotting  time  was  3 minutes  15 


* From  the  Department  of  Pediatrics,  Jersey  City 
Medical  Center,  and  the  Department  of  Pathology’, 
Margaret  Hague  Maternity  Hospital,  Jersey  City, 
New'  Jersey.  Coauthors  are  John  P.  Curran,  M.D., 
Pedro  A.  Sequeira,  M.D.,  and  Angelo  M.  Gnassi,  M.D. 
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seconds  ('capillary  method)  and  the  bleeding  time  1 
minute  55  seconds  (Duke  method)  . On  the  tenth 
post-partimi  day,  plasma  fibrinogen  was  480  mgm/100 
ml;  platelets  478,000  cu.  mm;  clot  retraction  +4; 
prothrombin  time  11.9  seconds  (control  12  seconds); 
partial  thromboplastin  time  33.7  seconds  (control  34.8 
seconds);  and  tbrombin  time  11.1  seconds  (control 
10.(5  seconds)  . 

Course:  On  day  5,  jihytonadione,  1 mgm.,  was  given 
intramuscidarlv  and  blood  was  obtained  for  coagula- 
tion studies.  Bleeding  from  the  venipuncture  sites 
could  not  be  controlled  by  pressure,  and  ceased  only 
after  transfusion  of  65  ml.  of  fresb  whole,  citrated 
blood.  On  the  basis  of  the  coagulation  study  results, 
heparin.  180  international  units,  was  administered 
intravenously,  and  40  ml.  of  fresh  whole  blood  was 
transfused  on  the  sixth  postnatal  day.  Four  hours 
after  transfusion,  the  clotting  time  was  7 minutes  56 
seconds  (pre-heparin  clotting  time  7 minutes  25  sec- 
onds) and  bleeding  from  the  nose  and  oral  cavity 
was  noted.  Multiple  ecchymoses  developed  over  the 
trunk  and  extremities,  and  oozing  recurred  from  the 
venipuncture  sites.  Heparin.  180  units  intravenously, 
and  transfusion  of  40  ml  of  fresh  whole  blood  were 
repeated  on  the  7th  day.  The  clotting  time  increased 
to  60  minutes,  and  the  ecchymotic  areas  increa.sed  in 
size  and  numirer.  The  infant  became  a])neic  and  ex- 
pired on  the  8th  postnatal  day. 

Autopsy:  The  lungs  appeared  deep  red  in  color  and 
hypocrepitant.  On  section  they  exuded  large  quanti- 
ties of  bloody  fluid.  The  thymus  was  ecchymotic.  An 
extensive  area  of  hemorrhage  involved  the  base  of  the 
great  vessels  and  the  right  atrio-ventriailar  sulcus. 
■Several  dark  red  areas  covered  the  surface  of  the  left 
lobe  of  the  liver.  The  adrenal  glands  were  large  and 
deep  red  in  color,  and  on  section  contained  extensive 
areas  of  hemorrhage.  The  renal  capsules  stripped 
easily,  leaving  smooth  lobidated  surfaces.  On  section, 
the  medullae  were  dark  red  in  color.  Renal  arteries 
and  veins  were  free  of  thrombi.  The  stomach  and 
large  intestine  contained  clotted  blood.  The  brain  was 
grossly  normal,  with  no  thrombi  or  bemorrhage  seen 
on  section.  Microscopic  examination  of  lung  tissue 
showed  the  alveoli  and  bronchioli  to  be  filled  with  red 
blood  cells  and  many  macrophages,  several  of  which 
contained  hemosiderin.  Many  arterioles  and  capillaries 
were  occluded  by  thrombi  in  varying  stages  of  organi- 
zation. The  central  zones  of  the  liver  showed  extensive 
areas  of  hemorrhage  and  necrosis.  Capillaries  of  the 
subcapsular  zone  contained  hyaline  thrombi.  In  the 
kidneys,  the  medullary  and  juxtamedullary  zones 
showed  extensive  hemorrhagic  and  necrotic  areas,  with 
the  cortices  virtually  intact.  The  perirenal  and  peri- 
pelvic  fat  contained  extravasated  red  blood  cells.  Both 
adrenals  were  extensively  infarcted.  The  cortical  areas 
of  the  thymus  and  adjacent  connective  tissue  septa 
contained  multiple  foci  of  hemorrhage,  with  many 
capillaries  occluded  by  hyaline  thrombi.  The  epi- 
cardial  fat  contained  several  hemorrhagic  foci. 

Maternal  defibrination  following  obstetrical 
complications  has  been  recognized  since 
19.S6P  and  it  is  estimated  that  10  per  cent  of 
mothers  who  experience  abruptio  placentae 
develop  severe  bleeding,  with  laboratory  evi- 
dence of  defibrination.®  But,  as  Leissring  and 
Vorlicky®  recently  pointed  out,  there  is  a 
paucity  of  information  about  the  newborns 
delivered  following  these  complicated  preg- 


nancies. Cruickshank’  in  1930,  noted  histo- 
logic evidence  of  widespread  thrombosis  in  4 
per  cent  of  neonatal  deaths.  In  1951,  Schnei- 
der® suggested  that  a pathologic  syndrome 
occurs  in  the  fetus  and  newborn  similar  to 
that  seen  in  fatal  maternal  cases  of  defibrina- 
tion after  abruptio  placentae.  Potter®  called 
attention  to  pulmonary  ecchymoses  in  new- 
borns who  did  not  survive  antepartum  mater- 
nal bleeding  and  retroplacental  hematoma. 

rite  first  report  of  defibrination  and  bleeding 
in  both  mother  and  newborn  after  abruption 
was  by  Valentine^®  in  1958.  Retroplacental 
hemorrhage  was  associated  with  fatal  throm- 
boembolism in  a newborn  reported  by  Boyd^^ 
in  1965.  Hibbard  and  Jeffcoate’^^  in  their  re- 
view of  506  instances  of  abruptio  placentae 
found  that  2 per  cent  of  the  newborns  born 
alive  and  with  birth  weights  above  2,000 
Grams  died  with  some  evidence  of  bleeding 
disorder.  In  1968  Edson,  et  al.,^  described 
severe  defibrination  and  bleeding  in  a ne- 
onate after  abruptio  placentae.  In  this  case, 
while  the  mother  did  not  bleed,  her  plasma 
fibrinogen  levels  were  significantly  low. 

The  infant  described  in  this  report  experienced 
slight  transient  respiratory  distress,  and  it  was 
not  until  the  5th  day  of  life  that  he  was  noted 
to  be  “not  doing  well,”  and  excessive  oozing 
from  a venipuncture  occurred.  Boyd^^  has 
noted  that  newborns  are  able  to  withstand 
widespread  thromboembolism  for  four  days, 
and  perhaps  longer,  before  succumbing.  Al- 
though assays  of  factors  V and  VIII  were  not 
done,  the  bleeding  tendency,  extremely  low 
fibrinogen  level,  the  prolonged  prothrombin, 
partial  thromboplastin,  thrombin  and  clotting 
times  in  an  infant  delivered  after  abruptio 
placentae,  support  the  diagnosis  of  DIG, 
which  was  confirmed  by  the  autopsy  findings 
of  widespread  necrosis,  microthrombi,  and 
hemorrhage.  Thrombi,  involving  capillaries 
and  arterioles  (micro-vasculature)  or  many  or- 
gans, were  in  various  stages  of  organization, 
perhaps  a reflection  of  the  infant’s  survival  to 
eight  days  of  life.  The  kidneys  showed  no 
cortical  necrosis,  often  seen  with  DIC.^®  The 
renal  medullae  showed  extensive  infarction 
and  necrosis,  and  cellular  necrosis  was  demon- 
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strated  in  the  liver.  Hemorrhage  was  seen  in 
both  adrenals,  considered  suggestive  of  DIG 
by  Edison. Extensive  hemorrhage  was 
present  in  the  thymns  gland,  a finding  not 
previously  reported  in  a case  of  neonatal  DIG. 

Maternal  coagulation  studies  were  not  done 
during  labor  or  the  immediate  postpartum 
period,  but  blood  drawn  for  typing  and  cross- 
matching during  labor  clotted  firmly  and  uni- 
formly, suggesting  the  presence  of  plasma 
fibrinogen  in  adequate  amount. 

DIG  has  been  described  in  newborns  with 
disseminated  herpes  simplex,  rubella,  and  cy- 
tomegalo  virus  infection.-  Although  viral 
studies  were  not  performed  in  this  case,  lack 
of  multinucleated  giant  cells  in  liver  paren- 
chyma, intranuclear  basophilic  inclusions  in 
the  alveolar  lining  cells  and  intranuclear  in- 
clusions in  bile  duct  cell,  as  well  as  the  ab- 
sence of  any  suggestive  radiographic  findings, 
make  a viral  etiology  in  this  case  unlikely. 
The  late  onset  of  clinical  disease  in  this  case 
supports  the  observation  of  Boyd,^^  who 
noted  that  newborns  are  able  to  withstand 
widespread  thromboembolism  for  four  days  or 
longer  before  succumbing. 

Neonatal  DIG  should  be  anticipated  in  the 
newborn  delivered  after  abruptio  placentate  of 
any  degree.  It  is  recommended  that  infants 
born  following  retroplacental  bleeding  be 
tested  early  and  repeatedly  for  evidence  of 
consumption  of  coagulation  factors.  Observa- 
tion of  clot  formation,  platelet  count,  fibrino- 
gen levels,  thrombin,  prothrombin  and  plas- 
ma thromboplastin  times  are  rapidly  available 
studies.  Ata^^  states  that  the  combination  of 
thrombocytopenia  and  hypofibrinogenemia 
strongly  suggest  the  presence  of  consumption 
coagulopathy.  In  a newborn  delivered  after 
abruptio  placentae,  a poor  clot,  low  fibrino- 
gen level  and  thrombocytopenia  are  sufficient 
for  this  diagnosis  and  the  initiation  of  thera- 


py. Assay  of  factor  V and  VIII  levels  and  the 
presence  of  fibrin  split  products  offer  substan- 
tiation, but  are  not  nece.ssary  for  the  diagnosis 
of  neonatal  DIG  with  defibrination. 

Summary 

The  clinical  and  pathological  findings  in  a 
neonate  with  a late  onset  of  disseminated  in- 
travascular coagulation  and  consumption  co- 
agulopathy following  abruptio  placentae  are 
described.  It  is  suggested  that  disseminated 
intravascular  coagulation  might  occur  more 
commonly  than  suspected  in  newborns  born 
after  retroplacental  hematoma,  and  all  infants 
delivered  after  abruptio  placentae  should  be 
considered  high  risk  for  DIG  and  followed 
closely  for  evidence  of  defibrination  during 
the  first  days  of  life. 
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Remember:  there  are  babes 
in  the  woods* 


And  those  baby  fawns,  rabbits,  squirrels 
trees  need  a safe,  happy  home.  They  need  a 
place  where  they  can  grow  up  strong  and 
healthy. 

Like  babes  everywhere. 

So,  please,  be  careful  with  fire  when 
you’re  in  the  forest. 

Follow  all  the  rules  of  safety  and 
caution— just  like  any  other  place 
where  there  are  children  at  play. 
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The  mortality  from  pulmonary  embolism  is  still  too 
high,  Dr.  D’Ambrosio  suggests,  in  this  careful  analysis 
of  44  cases  in  16,000  operations. 


Postoperative 
Pulmonary  Embolism 

A Critical  Analysis 


Victor  D'Ambrosio,  M.D./Murray  Hill 

Its  high  mortality  rate  makes  pulmonary  em- 
bolism a subject  of  primary  concern  to  all 
physicians.  The  recognition  of  this  grave  post- 
surgical  complication  came  about  only  in 
1866,  when  Spencer  Wells  reported  the  first 
post-operative  embolism. 

By  1889,  Lotheissen  was  able  to  rejxjrt  only 
twenty  cases  of  postoperative  death  due  to 
pulmonary  embolism.  This  datum  has  a mul- 
ti-form and  historical  significance,  in  that  it 
points  out  the  way  our  knowledge  has  evolved 
about  this  disease. 

To  acquire  knowledge  of  a specific  form  of 
disease,  man  has  to  go  through  three  periods — 
(1)  In  this  first  period  the  physician  identifies 
few  cases  or  forms  of  disease  and  records  of 
same  are  made;  (2)  In  the  second  period, 
more  cases  are  collected,  carefully  studied, 
carefully  followed-up,  and  their  symptoms 
identified  by  repeated  observation;  (3)  In 
the  third  period,  our  diagnostic  tools  and  our 
clinical  experience  are  increased  and  im- 
proved. Finally  comes  the  time  when  we  can 
unveil  the  atypical  cases,  their  characteristics 
and  their  frequency  and  etiology. 

One  of  the  most  depressing  features  in  study- 
ing pulmonary  embolism  over  the  past  120 
years  has  been  the  evidence  of  the  failure  to 
provide  the  physician  with  an  effective  meth- 
od for  reducing  the  incidence  of  this  serious 
postoperative  complication.  Perhaps  we  mere- 
ly are  not  observing  the  simple  things.  We 


seem  to  engage  in  extensive  laboratory  re- 
search trying  to  discover  a key  factor  in  the 
chemistry  of  the  blood,  or  trying  to  introduce 
a new  surgical  method  capable  of  preventing 
pulmonary  embolism.  I suggest  that  jxtssibly 
we  are  missing  the  main  point  when  we  fail  to 
consider  the  whole  patient  as  the  single  most 
important  factor  in  the  cause  of  pulmonary 
embolism. 

Pulmonary  embolism  is  not  a stranger  to  the 
patient.  It  is  not  an  ex-novo  development. 

To  know  that  if  the  patient  does  not  ambu- 
late early  and  forcefully  in  the  immediate  post- 
operative period  he  will  develop  thrombo- 
phlebitis is  to  know  what  would  cause  throm- 
boembolism in  this  patient.  To  know  that  this 
patient  has  had  thrombophlebitis  before  is  to 
know  the  cause  of  pulmonary  embolism  if  this 
particular  patient  undergoes  a cholecystecto- 
my and  thereafter  develops  this  complication. 

The  causes  of  thromboembolism  are  multiple: 

a.  The  first  order  of  causative  mechanisms  is  the 
formation  of  intravascular  blood  clots,  which  may 
develop  in: 

(1)  Prolonged  bed  rest  or  external  pressure  on  the 
lower  extremities,  causing  venous  stasis. 

(2)  Local  injuries  of  the  endothelium  by  ligature, 
operative  manipulations,  chemicals  used  as  thera- 
peutic agents,  bacterial  contamination,  or  the  intro- 
duction of  air  in  a blood  vessel. 

3.  -\n  imbalance  between  the  factors  promoting  flow 
and  those  favoring  clots. 

4.  Orthostatic  venous  insufficiency  of  the  lower  ex- 


*From  the  Surgical  Service  at  Overlook  Hospital, 
Summit. 
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trcmities  creating  three  circumstances:  (a)  parietal 

dilitation,  (b)  valvnlar  incompetence,  (c)  increased 
venous  pressure. 

1).  Second  order  of  causative  mechanisms  includes: 

(1)  Arterial  clots— these  crescent-shaped  clots  are  rela- 
tively a-cellnlar  with  a slight  tendency  toward  retro- 
grade progression. 

(2)  Venous  clots  have  a tendency  toward  retrograde 
progre,ssion,  and  to  entrap  cellular  elements,  particu- 
larly the  platelets. 

Emboli  may  he  made  of:  (1)  thrombi;  (2)  tumor 

cells;  (3)  fat  (tratnna  cases)  ; (1)  air— artificial  pneu- 
mothorax, neck  surgery;  (5)  masses  of  bacteria  (phle- 
bitis, abscesses,  eiulocarditis;  (0)  parasites;  and  (7) 
foreign  bodies. 

Anatomical  defects  favoring  the  development  of  pul- 
monary embolism  include: 

Intracardiac— (1)  A.S.D.  (patent  faraman  ovale)  and 
(2)  V.S.l).  (congenital  and  traumatic)  . 

Vascular— (1)  Arterial  spasm  and  (2)  Extra  pulmon- 
ary vascular  bands  and  webs  (18)  . This  is  more  com- 
mon in  veins. 

A new  concept  o£  the  etiology  of  acute  and 
recurrent  thromboembolism  has  been  recent- 
ly added.  This  speaks  elocjuently  in  favor  of 
the  aetjuired  factor  developing  as  the  result  of 
the  hospitalization  period,  or  following  surgi- 
cal procedures. 

There  have  been  described  atypical  and  L 
forms  of  bacteria  cultured  from  the  blood  of 
the  patients  sttflering  from  three  clinical  types 
of  thromboembolism. 

Type  7- In  Type  I,  there  were  18  patients  who  had 
an  acute  thrombophlebitis  and  one  attack  of  pulmon- 
ary embolism. 

Type  //—In  Type  II,  28  patients  had  multiple  episodes 
of  phlebitis  with  pulmonary  embolism. 

Type  III— In  Type  III,  4 patients  had  thromboem- 
bolic disease  of  the  systemic  venous  and  aterial  cir- 
culation. This  study  suggests  that  bacterial  L forms, 
may  play  an  important  etiologic  role  in  thrombo- 
phlebitis and  pulmonary  embolism.  The  source  of 
these  bacteria  seems  to  be  endogenous. 

This  series  of  cases  demonstrated  that  the 
hemogram  was  of  no  help  in  the  period  im- 
mediately postembolism.  However,  there  has 
been  evidence  of  leukocytosis  in  cases  of  pul- 
monary infarcts.  This  finding  is  in  harmony 
with  studies  done  by  others.  Plain  chest  films 
have  either  diagnosed  or  strongly  suggested 
the  pulmonary  embolism  or  infarct  case.  The 
electrocardiographic  findings  have  been  of 
little  help  in  developing  immediate  diagnosis. 
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Two  procedures  are  retained  to  make  the 
most  important  contribution  to  an  immediate 
diagnosis.  These  are  right  heart  catheteriza- 
tion and  angiocardiography.  Radioisotope 
scanning  results  have  been  found  to  compare 
favorably  with  those  of  angiography.  More 
recently  ultrasouncP®  has  revealed  itself  as  a 
highly  accurate  method  of  diagnosis  in  cases 
of  pulmonary  embolism.  Our  general  findings 
are  summarized  as  follows: 

1965  Findings 

Number  of  patients:  19—10  female,  9 male 
Age  of  patients:  3 cases  over  20,  but  under  50;  10  cases 
50  or  older;  the  eldest  was  age  89 
Treatment:  Surgery— two  cases  (vena  cava  ligation) 
Anticoagulant  therapy:  Treatment  adequate— 5 cases; 

treatment  inadequate— 7 cases 
Not  anticoagulated:  5 cases 

Pulmonary  emboli  with  associated  conditions:  17  cases 
—among  the  most  common  associated  conditions 
arc:  A.SHD,  thrombosis  of  the  femoral  system, 
pelvic  surgery,  diabetes,  trauma,  hypertension, 
obesity,  neoplastic  diseases  (ASHD— 7 cases;  phle- 
bitis—6 cases)  . Associated  problems  coexistent  or 
pre-existent  to  surgery  are  definitely  a factor  in 
the  development  of  pulmonai^  emboli.  So  is  age 
(all  but  three  patients  were  50  or  over)  . Gender 
is  not  a factor. 

Patients  alive:  1 1 after  anticoagidants 
Deaths:  8;  6 had  not  been  anticoagulated 

Anticoagulant  therapy  is  still  the  basic  method  of 
treating  and  preventing  pulmonary  emboli. 

1966  Findings 

Number  of  patients:  12—6  female,  6 male 
Age  of  patients:  5 cases  over  20  but  under  50;  7 cases 
over  50 

Treatment:  Surgery— plication  of  the  inferior  vena 
cava.  One  patient  was  alive  after  surgery 
Anticoagulant  therapy:  Treatment  adequate— 3 cases; 

treatment  inadequate— 4 cases 
Not  anticoagulated:  5 cases 
Patierits  alive:  9;  7 were  anticoagulated 
Deaths:  3;  2 were  not  anticoagulated 

1967  Findings 

Number  of  patients:  13—7  female,  6 male 
Age  of  patients:  3 over  20  but  under  50;  10  cases  50 
or  older 

Treatment:  No  surgery  performed  to  prevent  or  re- 
move pulmonary  emboli 

Anticoagulant  therapy:  Treatment  adequate— 5 cases; 

treatment  inadequate— 3 cases 
Not  anticoagulated:  5 cases 

Timing:  Thromboembolism  was  more  immediate  in 
abdominal  operations  and  less  so  in  orthopedic 
and  trauma  cases 

Patients  alive:  10;  8 were  anticoagulated 
Deaths:  3;  2 were  not  anticoagulated 


Pulmonarj'  Embolism — Mortality  Rate 


Year 

Total  Cases 

Deaths 

Percent 

1965 

19 

8 

42 

1966 

12 

3 

25 

1967 

13 

3 

21 
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In  all  these  cases  with  a fatal  outcome,  treat- 
ment for  embolism  was  delayed,  perhaps  be- 
cause the  embolism  was  not  suspected.  This 
suggests  that  even  though  the  diagnosis  is  not 
proved  the  treatment  should  be  started. 
Deaths  from  pulmonary  embolism  in  15,759 
surgical  procedures  during  these  three  years 
had  a rate  of  less  than  one  per  cent. 


Major  Surgical  Operations  and  Incidence  of 
Pulmonary  Embolism  at  Overlook  Hospital 


Year 

Operations 

Embolism 

Incidence 

1965 

5,620 

19 

0.0033% 

1966 

4,943 

12 

0.0024% 

1967 

5,196 

13 

0.0025% 

(Not  included  in  this  summary  are  obstetrical  cases, 
gynecologic  cases,  newborns,  and  circumcisions.  Also 
excluded  were  endoscopies,  radiography,  or  radium 
therapy.) 

Causes  of  Pulmonary  Embolism 

From  this  review  of  the  previous  cases,  the 
logical  inferences  are  that  causes  of  pul- 
monary embolism  in  the  postoperative  period 
are  multiple  and  not  single. 

It  is  wasteful  and  dangerous  to  think  of  single 
etiologic  factors  in  this  type  of  problem,  if  we 
are  to  decrease  the  incidence  and  mortality  of 
the  postoperative  pulmonary  embolism.  As  a 
matter  of  personal  feeling,  this  type  of  ap- 
proach should  be  extended  to  many  other 
problems  in  medicine  and  surgery,  where 
there  is  no  single  factor  as  etiology  of  a dis- 
ease. This  would  be  my  first  step  in  trying  to 
curtail  postoperative  pulmonary  embolism. 
Let  me  divide  pulmonary  embolism  into  two 
major  groups  or  categories. 

(1)  This  is  composed  of  patients  who  have 
undergone  major  surgical  operations,  but 
have  no  history  of  medical  conditions  which 
could  influence  the  development  of  thrombo- 
embolism. 

(2)  This  is  represented  by  a patient  who  has 
undergone  major  surgical  procedures,  but 
who  has  one  or  more  medical  conditions 
which  may  play  a role  in  the  development 
of  thromboembolism. 

Thromboembolism  is  somewhat  like  today's 


problem  of  air  jjollution.  Pulmonary  embol- 
ism is  a disease  of  the  environment.  The  dis- 
ease of  the  hospitalized  patient,  who,  once  ad- 
mitted to  the  liosjDital,  is  committed  to  a differ- 
ent life  and  this  adds  to  his  body  a new  trau- 
matic insult,  whether  this  insult  be  surgery, 
body  chemistry  change,  an  infectious  process, 
or  a new  form  of  walking  or  sleeping.  Only 
when  we  analyze  these  facts  about  the  patient 
who  is  operated  upon,  can  we  begin  to  identi- 
fy some  of  the  causes  of  pulmonary  embolism 
and  then  we  can  start  to  treat  and  prevent  this 
serious  problem.  There  is  more  than  one 
cause  of  pulmonary  embolism  in  a patient 
who  has  undergone  a major  surgical 
procedure.  There  must  be  more  than  one  way 
to  prevent  this  complication. 

The  umbrella,  the  Teflon®  clip,  and  even 
the  ligation  of  the  inferior  cava  is  not  the 
answer  to  the  problem.  \\^hen  we  prepare  to 
carry  out  one  of  these  procedures,  we  have 
already  accepted  defeat  and  admitted  that  the 
catastrophe  is  irreparable. 

Deep  vein  thrombophlebitis  and  pulmonary 
embolism  can,  to  a great  extent,  be  controlled 
by  anticoagulant  therapy,  despite  the  maxim 
that  “the  next  embolus  will  be  the  last  one.” 
Patients  on  anti-coagulant  drugs  seldom,  if 
ever,  develop  a fatal  embolus.  \'^ena  cava  liga- 
tion should  be  reserved  to  patients  with  septic 
phlebitis  and  cor  pulmonale  due  to  repeated 
pulmonary  emboli. 

Virchow’s  definition  of  thrombosis  and  pul- 
monary embolism  was  that  the  thrombi  are 
the  parts  from  which  larger  or  smaller  parti- 
cles are  torn  away  by  the  blood  as  it  streams 
by.  How  can  we  support  and  rely  on  methods 
of  compartmentations  of  the  inferior  vena 
cava  for  prevention  of  fatal  pulmonary  embo- 
li? 

From  the  review  of  the  series  at  Overlook 
Hospital,  it  became  apparent  that  tve  too  of- 
ten fail  to  make  early  diagnosis  or  suspect  the 
pulmonary  embolism  in  a great  number  of 
cases.  Reluctance  still  exists  in  the  minds  of  a 
good  number  of  physicians  to  risk  early  and 
prophylactic  anticoagulant  therapy. 
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Let  me  stress  the  following  point.  It  is  advan- 
tageous to  secure  the  following  information 
about  the  patient: 

(1)  Evaluation  of  condition  of  the  peripheral  venous 
system.  Decide  if  there  is  a need  for  anticoagulants. 
Use  Ace  bandages  and  elevate  the  foot  of  the  bed  at 
least  15°.  Encourage  fast  walking. 

(2)  Knowledge  of  the  status  of  coagulability  of  the 
patient’s  blood. 

(3)  Surgical  intervention  of  some  type  (compartmcn- 
tation  or  ligation)  should  be  reserved  for  septic  em- 
boli, or  repeated  emboli,  despite  the  use  of  anti- 
coagulants or  in  the  case  of  contraindication  to  anti- 
coagulant therapy. 

(4)  Anticoagulation  to  be  used  without  hesitation  and 
it  should  be  adequate  and  prolonged  (3  to  6 months)  . 

(5)  Consider  elective  vein  ligation  and/or  thrombec- 
tomy in  selected  cases. 

(6)  Prophylactic  measures  start  right  at  the  operating 
table,  such  as  routinely  elevating  the  patient’s  legs 
about  15°,  in  order  to  facilitate  emptying  the  venous 
systems. 

(7)  Insist  that  the  patient  rest  on  his  side  rather  than 
having  him  lie  flat  on  his  back  during  the  immediate 
postoperative  period. 

(8)  To  avoid  bending  of  the  knee,  avoid  standing  by 
the  bedside.  Instead  see  to  it  that  the  patient  does 
take  rather  long  and  good  walks.  The  calf  muscle 
pumping  is  effective  only  when  this  is  followed. 

(9)  Where  thromboembolism  is  suspected,  but  cannot 
be  diagnosed  with  certainty,  it  is  safer  to  start  at  once 
with  medical  treatment.  Delay  can  be  risky.  Heparin 
is  required  in  both  proved  and  suspected  cases. 

(10)  Patients  with  A,8HD  and  phlebitis  primarily 
should  be  looked  on  with  suspicion  and  the  precau- 
tions or  measures  outlined  above  should  be  enacted. 

If  the  balance  between  hemorrhage  and 
thrombosis  in  human  beings  suggests  that  the 
problem  of  thrombosis  and  embolus  may  nev- 
er be  solved,  the  knowledge  of  this  new  ap- 
proach to  the  causes  of  thromboembolism 
should  reduce  the  fearsome  morbidity  and 
mortality  rate  of  pulmonary  embolism. 

136  South 
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On  all  in-patient 
services... 


a major  problem 


Grarri’negatfve  bacteria  magnified  10,000  times — color^tinted 


Commonly  encountered 
pathogens  on  all  hospital 
services 


% Incidence  Pathogen 


6%  Klebsiella-Enterobacter-Serratia* 


7%  Klebsiella,  all  others* 

7%  All  other  gram-negative  organisms 


Gram- 

positive 

13% 

Staphylococcus  aureus* 

33% 

7% 

Staphylococcus,  all  others 

10% 

Streptococcus,  all  others 

3% 

Streptococcus,  beta-hemolytic 

0% 

Ali  other  gram-positive  organisms 

♦GARAMYCIN  Injectable  is  effective  against 
susceptible  strains  of  the  pathogens  indicated. 


Total  pathogens  21.972 

Source:  Gosselin  Audit  ot  Pathology  Cultures — 1971 
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A highly  appropriate 
spectrum  for  today’s  problem 
sathogens 


GARAMYCIN  Injectable  offers  a high 
)robability  of  effectiveness  against  susceptible 
(trains  of  seven  out  of  seven  major  gram- 
legative  pathogens.  These  are: 

Escherichia  coli 
Proteus,  indole-negative 
Proteus,  indole-positive 
Pseudomonas  aeruginosa 
Klebsiella  | 

Enterobacter  > species 
Serratia  ‘ 

GARAMYCIN  Injectable  has  also  been  shown 
o be  effective  in  serious  staphylococcal  infec- 
ions.  It  may  be  considered  in  those  infections 
vhen  penicillins  or  other  less  potentially  toxic 
irugs  are  contraindicated  and  bacterial 
susceptibility  testing  and  clinical  judgment 
ndicate  its  use. 


Start  with  Garamycin 

■ Broad  gram-negative  spectrum 

Because  of  its  broad  gram-negative  spectrum  and  its 
well-established  clinical  efficacy,  GARAMYCIN  Injectable 
can  be  considered  for  initial  therapy  in  suspected  as 
well  as  documented  gram-negative  sepsis. 

Stay  with  Garamycin 

■ Susceptibility  of  causative  organisms  confirmed 

The  results  of  susceptibility  tests  will,  in  most  cases, 
demonstrate  the  causative  organisms’  sensitivity  to 
GARAMYCIN  Injectable.  However,  the  decision  to 
continue  therapy  with  this  drug  should  also  be  based  on 
the  severity  of  the  infection  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

■ Relatively  low  incidence  of  adverse  reactions 
Risk  of  toxic  reactions  is  low  in  patients  with  normal 
renal  function  who  do  not  receive  GARAMYCIN  Injectable 
at  higher  doses  or  for  longer  periods  of  time  than 
recommended. 


■ Bacterial  resistance  has  not  been  a problem 

In  the  laboratory,  resistance  has  been  demonstrated 
to  develop  slowly  in  stepwise  fashion.  No  one-step 
mutations  to  high  resistance  have  been  reported  to  date. 


On  all  in-patient 
services... 

Garamyan 

gentamian  Imjectabie 

sulfate 


n serious  gram-negative  infections 
(pneumonia,  urinary  tract  infections, 
septicemia,  and  wound  infections)* 


40  mg.percc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


)ue  to  susceptible  organisms 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the 
potential  toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur 
in  patients,  primarily  those  with  pre-existing  renal 
damage,  treated  with  GARAMYCIN  Injectable,  usually 
for  longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic, 
and  this  should  be  kept  in  mind  when  it  is  used  in 
patients  with  pre-existing  renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is 
recommended  during  therapy  of  patients  with  known 
impairment  of  renal  function.  This  testing  is  also 
recommended  in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN,  NPN,  creatinine  or  oliguria). 
Evidence  of  ototoxicity  requires  dosage  adjustments 


or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of 
gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  12  meg./ 
ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephro- 
toxic drugs,  particularly  streptomycin,  neomycin, 
kanamycin,  cephaloridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent 
diuretics  should  be  avoided,  since  certain  diuretics  by 
themselves  may  cause  ototoxicity.  In  addition,  when 
administered  intravenously,  diuretics  may  cause  a rise 
in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy 
has  not  been  established. 


See  Clinical  Considerations  section  which  follows . . . 


On  ail  in-patient  services... 
in  hospital-acquired  gram-negative  infections* 


GARAMYCIN®  Injectable,  brand  of  gentamicin 
sulfate  U.S.P.,  injection.  40  mg./cc. 

Each  CO.  contains  gentamicin  sulfate  equivalent 

to  40  mg.  gentamicin 

For  Parenteral  Administration 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical 
observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those 
with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  tor 
longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 
creatinine  or  oliguria).  Evidence  of  ototox- 
icity requires  dosage  adjustments  or 
discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  moni- 
tored when  feasible  and  prolonged 
concentrations  above  12  meg. /ml.  should 
be  avoided. 

Concurrent  use  of  other  neurotoxic 
and/or  nephrotoxic  drugs,  particularly 
streptomycin,  neomycin,  kanamycin,  cepha- 
loridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use 
in  pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is 
indicated,  with  due  regard  for  relative  toxicity  of 
antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following 
microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species 
(indole-positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN 
Injectable  to  be  effective  in  septicemia  and  serious 
infections  of  the  central  nervous  system  (meningitis), 
urinary  tract,  respiratory  tract,  gastrointestinal  tract, 
skin  and  soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative 
organisms  and  their  susceptibility  to  gentamicin 
should  be  performed. 


*Due  to  susceptibte  organisms 


Garamvan 

gentamian  I injectable 


sulfate 


I.M./I.V. 


Also  available; 

GARAMYCIN®  Pediatric  Injectable,  10  mg.  per  cc. 


40  mg.percc. 

Each  cc.  coniains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


Bacterial  resistance  to  gentamicin  develops  slowly 
in  stepwise  fashion;  there  have  been  no  one-step 
mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative 
sepsis,  GARAMYCIN  may  be  considered  as  initial 
therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility 
tests,  the  severity  of  the  infection,  and  the  important 
additional  concepts  contained  in  the  Warning  Box. 

In  the  neonate  with  suspected  sepsis  or  staphylo- 
coccal pneumonia,  a penicillin  type  drug  is  usually 
indicated  as  concomitant  antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It 
may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are 
contraindicated  and  bacterial  susceptibility  testing 
and  clinical  judgment  indicate  its  use. 
CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg. /kg.)  of  gentamicin. 

The  possibility  of  these  phenomena  occurring  in 
man  shouid  be  considered  if  gentamicin  is  admin- 
istered to  patients  receiving  neuromuscular  blocking 
agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  over- 
growth of  nonsusceptible  organisms.  If  this  occurs, 
appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN.  NPN,  serum  creatinine  and 
oiiguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have 
been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness, 
vertigo,  tinnitus,  roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  In  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related 
to  gentamicin,  include  increased  serum  transami- 
nase (SGOT,  SGPT),  increased  serum  bilirubin, 
transient  hepatomegaly,  decreased  serum  calcium; 
splenomegaly,  anemia,  increased  and  decreased 
reticulocyte  counts,  granulocytopenia,  thrombocy- 
topenia, purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation, 
lethargy  and  decreased  appetite,  weight  loss, 
pulmonary  fibrosis,  hypotension  and  hypertension. 
DOSAGE  AND  ADMINISTRATION  GARAMYCIN 
Injectable  may  be  given  intramuscularly  or 
intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  lor  patients  with  serious 
infections  and  normal  renal  function  is  3 mg. /kg./ 
day.  administered  in  three  equal  doses  every 
8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the 
usual  dosage  is  80  mg.  (2  cc.)  three  times  daily. 

For  patients  weighing  60  kg.  (132  lb.)  or  less,  the 


usual  dose  is  60  mg.  (1 .5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  cios- 
ages  up  to  5 mg. /kg. /day  may  be  administered  in 
three  or  four  equal  doses.  This  dosage  should  be 
reduced  to  3 mg, /kg. /day  as  soon  as  clinically 
indicated. 

*ln  children  and  infants,  the  newborn,  and 
patients  with  impaired  renal  function,  dosage  must 
be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  is  not  feasible  (e  g.. 
patients  in  shock,  with  hematologic  disorders,  with 
severe  burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single 
dose  of  GARAMYCIN  Injectable  may  be  diluted  in 
100  or  200  cc.  of  sterile  normal  saline  or  in  a sterile 
solution  of  dextrose  5%  in  water;  in  infants  and 
children,  the  volume  of  diluent  should  be  less.  The 
concentration  of  gentamicin  in  solution,  in  both 
instances  should  normally  not  exceed  1 mg./cc. 

(0.1  %).  The  solution  is  infused  over  a period  of 
1 to  2 hours. 

The  recommended  dose  for  intravenous  adminis- 
tration is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  Injectable  should  not  be  physically 
pre-mixed  with  other  drugs,  but  should  be  adminis- 
tered separately  in  accordance  with  the  recom- 
mended route  of  administration  and  dosage 
schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg. 
per  cc..  2 cc.  multiple-dose  vials  for  parenteral 
administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable, 
10  mg.  per  cc..  2 cc.  multiple-dose  vials  for 
parenteral  administration.  APRIL,  1972 

AHFS  Category  8:12.28 

For  more  complete  prescribing  details,  consult 
Package  Insert  or  Physicians'  Desk  Reference. 
Schering  literature  is  also  available  Irom  your 
Sobering  Representative  or  Professional  Services 
Department,  Schering  Corporation,  Kenilworth, 
New  Jersey  07033. 


This  patient  was  ingesting  51  capsules  a day  of  65 
milligrams  Darvon^,  but  was  withdrawn  in  four  days. 


Addiction  to  a Massive 
Dosage  of  Darvon®' 

A Case  Report 


Morton  Fier,  M.D. /Hackensack* 

Darvon®^  is  a synthetic  analgesic  in  the  po- 
tency range  of  codeine.  In  daily  medical  prac- 
tice, Darvon®  is  generally  prescribed  liberally 
for  a variety  of  physical  discomforts  and  pain 
without  great  concern  for  its  addictive  poten- 
tial. A number  of  reports^  ® of  cases  of 
Darvon®  addiction  have  already  appeared  in 
the  literature,  but  these  have  been  very  few, 
seen  in  the  light  of  its  rather  widespread  clini- 
cal use. 

The  following  case  is  of  interest  both  from 
the  point  of  view  of  the  massive  dose  of  Dar- 
von® involved,  and  the  ingenious  technic 
used  to  obtain  so  large  a supply  of  the  drug. 

A 27-year  old,  single  male  was  admitted  voluntarily  to 
the  psychiatric  service  of  Hackensack  Hospital  for  with- 
drawal from  addiction  to  historically  high  doses  of 
Darvon®.  At  the  time  of  admission,  he  was  taking  17 
capsules  of  Darvon®,  65  milligrams,  three  times  daily, 
for  a grand  total  of  51  capsules,  or  3.3  Cirams  per  dav. 
He  is  the  only  child  of  a middle-class  suburban  fam- 
ily. His  father,  a shopkeeper,  worked  long  hours,  and 
his  mother  taught  school  to  augment  the  family  in- 
come. The  child  was  essentially  cared  for  by  a grand- 
mother, and  an  aunt  who  tended  to  overprotect  and 
indulge  him.  The  youngster  was  always  able  to  get 
what  he  wanted  from  his  mother,  and  the  other  two 
women.  Indeed,  he  saw  all  three  women  as  mothers,” 
and  said  “I  got  used  to  having  a great  deal  of  mother 
love,  and  in  contrast  hardly  saw  my  father,”  He  further 
indicated  the  degree  to  which  the  "mothers”  had  in- 
fantilized  him  in  saying,  "They  never  let  me  grow  up. 
They  never  allowed  me  any  responsibility.  I have  to 
learn  to  be  responsible.  I can’t  keep  running  away.” 

The  patient  suffered  with  bronchial  .asthma  from  age 
5 and  was  eventually  excluded  from  military  service 
on  that  account.  The  last  attack  occurred  about  5 
years  prior  to  the  present  hospital  admission.  As  a 
school  boy,  he  recalls  his  mother  scattering  Tedral® 
tablets  around  the  house,  and  in  all  the  pockets  of  the 
clothing  he  wore  to  school.  Should  the  need  arise. 


iiistautancous  meditation  and  relief  would  be  avail- 
aide.  The  desire  to  abort  even  momentary  discomfort 
played  an  important  role  in  the  development  of  an 
‘‘addictive  personality.” 

He  was  an  indifferent  student,  who  often  rebelled 
against  what  he  felt  to  be  the  dogmatic  authoritarian 
mannei  of  his  teachers.  As  his  difficulties  increased, 
he  requested  transfer  to  a public  school,  where  he  did 
manage  to  do  better.  Following  graduation  from  high 
school,  he  went  to  work  in  his  father’s  shop. 

During  a seven-year  period  of  his  life,  ages  13  to  20, 
his  father  was  a serious  alcoholic.  While  drunk,  his 
father  was  often  abusive.  It  generally  fell  to  the  boy 
to  put  his  father  to  bed.  When  our  patient  was  20,  his 
father  joined  "Alcoholics  Anonymous”  and  has  been 
"dry”  ever  since. 

In  1964,  while  driving  under  the  influence  of  alcohol, 
the  patient  was  in  an  automohile  accident.  His  left 
hip  was  injured  with  sciatic  nerve  involvement  and 
foot  drop.  During  his  hospitalization,  the  patient  re- 
quired daily  frequent  doses  of  meperidine  hydro- 
chloride,** or  pentazocine  hydrochloride.J  At  the 
time  of  discharge,  he  was  given  a prescription  for 
Percodan®^  with  instructions  to  take  8 tablets  a day. 
He  took  Percodan®  for  the  better  part  of  the  next 
three  years  and  built  iqj  a dosage  of  48  tablets  a day. 
■\t  that  level,  he  was  almost  always  somnolent,  anorec- 
tic, and  dazed.  He  worked  rarely  and  deteriorated 
physically.  He  decided  to  "kick  the  habit,”  and  did  so 
without  any  medical  help.  Shortly  thereafter,  he 
started  using  cough  syrup  to  ease  the  pain  in  his  leg. 
He  never  got  much  of  a "high”  from  the  cough  synip, 
and  soon  discovered  Darvon.® 

During  one  of  the  visits  to  his  physician,  he  was  given 
a prescription  for  50  capsules  of  Darvon,®  65  milli- 
grams. He  immediately  began  taking  four  capsules 
three  times  a day.  Approximately  twenty  to  thirty 
minutes  after  ingesting  the  Darvon,®  he  felt  a "high” 
which  he  came  to  anticipate  eagerly.  He  discovered 
that  it  was  necessary  to  increase  the  dosage  after  about 
six  weeks  to  retain  the  “high.”  The  increase  was  al- 


*Dr.  Fier  is  Director,  Psychiatric  Inpatient  Service, 
Hackensack  Hospital,  Hackensack,  New'  Jersey,  and  is 
Assistant  Clinical  Professor  of  Psychiatry  at  the  Col- 
lege of  Medicine  and  Dentistry  of  New  Jersey  (Newark). 

•*  Demerol® 

'Oxycodone  hydrochloride,  oxycodone  terephthalate, 
homatropine  terephthalate,  and  APC. 
fPropoxyphene  hydrochloride. 

{Talwin® 
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«;iys  one  capsule  three  times  a day.  In  a luo-yeav 
period,  lie  built  up  to  the  pace  of  17  capsttlcs  three 
times  a day.  He  is  quick  to  point  out  that  he  took 
“plain’'  Darvon.®  and  not  the  Darvon  Compound,® 
lest  he  suffer  salicylate  intoxication. 

Within  an  hour  after  ingesting  the  Darvon,®  the  pa- 
tient felt  ravenously  hungry,  and  ate  large  quantities 
of  food.  A weight  gain  of  75  potintls  over  a two-vear 
period  was  noted.  The  medication  decreased  sexual 
desire,  and  cattsed  retarded  ejactilation  and  erectile 
impotence.  Masttirbatory  activity  was  almost  totally 
absent.  Constipation  became  severe,  and  weekly  ene- 
mas were  required  to  effect  evacuation.  On  occasion 
he  experienced  difficulties  voiding. 

Withdratval  from  the  Darvon®  was  begun  on  a dimin- 
ishing dosage  schedttle  from  5 capsules  three  times  a 
day.  The  patient  experienced  no  discomfort,  and  after 
four  days  asked  to  be  completely  withdrawn.  The  drug 
was  abruptly  discontinued  anci  no  other  medication 
offered  in  its  place.  He  stiffcred  no  abstinence  syanp- 
toms  and  no  tintoward  sequelae. 

.‘\t  this  point,  his  way  of  obtaining  such  large  cpian- 
tities  of  Darvon®  is  worth  mentioning.  A physician 
had  gi\en  him  a prescription  for  50  capsules  of  Dar- 
von.® By  consulting  two  or  three  other  physicians,  he 
obtained  similar  prescriptions.  He  became  friendly 
with  the  pharmacist  whose  store  adjoined  that  of  his 
father’s  shop.  The  two  young  men  would  often  chat, 
share  coffee  breaks,  and  eventuallv  became  friends. 

While  having  a jnescription  for  Darvon®  filled  one 
day.  he  castially  asked,  “How  much  would  100  cost 
me?”  The  pharmacist  indicated  that  the  price  for  100 
capsules  would  be  better  than  for  the  prescribed  50. 
He  gratefully  told  his  friend  to  fdl  the  prescription  for 
100  capsules.  He  had  his  three  remaining  prescriptions 
filled  at  different  pharmacies,  and  was  generally  able 
to  imiuce  the  pharmacists  to  sell  him  100  capsules  in- 
stead of  the  prescribed  50.  He  would  then  go  to  a 
pharmacist  at  some  distance  from  the  ones  that  had 
already  filled  the  prescriptions.  He  would  tell  the 
pharmacist  that  tie  was  away  from  home,  needed  Dar- 
von® for  pain,  and  that  his  home  pharmacy  held  a 
liona  fide  prescription  for  the  drug.  The  obliging 
pharmacist  would  then  call  the  drug  store,  that  he 
had  identified  for  him  and  the  verification  would  fol- 
low. Indeed,  the  original  pharmacist  indicated  that 
he  had  a valid  prescription  for  100  capsules  of  Dar- 
von.® The  new  pharmacist  then  sold  him  another  100 
capsules  of  Darvon.®  5Vhen  he  reappeared  at  this  new 
pharmacy  two  months  later,  his  prescription  would  be 
refilled  from  the  label  on  the  bottle.  This  would  be 
repeated  at  carefully  spaced  intervals  to  avoid  sus- 
picion. With  three  or  four  “base”  prescriptions,  and 
about  25  to  30  “cooperating”  drug  stores,  he  was 
able  to  obtain  this  supply  of  approximately  1500  cap- 
sules monthly.  The  cost  of  the  habit  rangecl  from  $150 
to  $200  per  month.  Since  he  returned  to  each  drug 
store  only  once  every  50  to  60  days,  he  did  not  arouse 
suspicion. 

.\t  the  time  of  his  admission  to  our  unit,  alarmed  by 
the  tpianiity  of  the  drug  our  patient  had  been  ingest- 
ing, and  concerned  about  potential  withdrawal  symp- 
tons,  I called  the  Medical  Research  Division  of  the  Eli 
Lilly  Company.  They  expressed  disbelief  when  told  of 
the  massive  doses  involved,  but  graciously  offered  to  do 
blood  level  determinations  for  us.  Refrigerated  speci- 
mens of  blood  were  sent  to  Indianapolis  for  analysis. 
.Several  weeks  later,  we  were  informed  that  the  sub- 
mitted blood  sample  contained  7.1  mcg/ml  of  pro- 
poxyphene hydrochloride.  This  figure  was  almost 


double  that  for  propoxyphene  concentration  usualb 
found  in  tissue  specimens  at  autopsy. 

On  admission,  physical  examination  revealed  an  obese- 
male  weighing  265  pounds.  Pulse  was  76  and  regular. 
Blood  pressure  was  recorded  at  120 '80.  Phe  left  leg 
was  noted  to  be  slightly  atrophic  with  residual  foot 
drop.  Left  sciatic  weakness  and  stasis  dermatitis  over 
both  lower  extremities  were  also  noted.  I he  remainder 
of  the  physical  examination  was  entirely  within  normal 
limits.  Electrocardiogram  showed  normal  sinus  rhythm, 
with  non-specific  S- L wave  changes.  Laboratoiv  reports 
were  as  follows: 

FBS  92  mg.%,  creatinine  1.1  mg.%  BUX  15  mg.‘’c,  to- 
tal protein  6.3  mg.%,  amylase  32  units,  bilirubin  direct 
0.2  mg.%,  indirect  0.6  mg.%,  CPK  3,  inorganic  phos- 
phorous 3.3  mg.%,  alk  phosphatase  4.8  B.L’.,  LDH  240, 
chloride  99  mEq./L..  sodium  137  niEq./L,  potassium 
3.5  niEq./L,  co2  59  Vok'^j,,  urinalysis  unremarkable, 
WBC  10,800.  Hgb.  15.0  gm.,  66%  polys.  29%  lymphs, 
1%  bands,  1%  monos,  3%  Eos.  VDRL  nonreactive, 
ceph  Hoc  at  24  hours  0,  at  48  hrs  1-f-.  The  electro- 
encephalogram report  was  read  as  follows: 

I'he  resting  record  is  disorganized.  It  is  dominated  by 
a large  aTuount  of  low  to  medium  \oltage  6 to  7 c.p.s. 
activitv  present  over  both  hemispheres,  particularly 
well  seen  posteriorlv.  .At  times  the  6 to  7 c.p.s.  activity 
occurs  in  long  runs.  In  addition,  low'  voltage  rapid 
activity  is  seen  over  both  hemispheres  and  some  4 to  5 
c.p.s  waves  are  intermingled,  Onlv  a small  amount  of 
Alpha  range  activity  is  noted.  5\'ith  hvperventilation 
the  6 to  7 c.p.s.  activity  becomes  much  more  prom- 
inent over  both  hemispheres.  Xo  focal  or  lateralizing 
signs  are  present. 

Ten  days  later  the  electroencephalogram  read: 

The  record  is  disorganized.  It  contains  a small 
amount  of  alpha  activity  at  8 to  10  cps.  which  is  noted 
to  travel  over  both  hemispheres  in  general  distribu- 
tion. Low  voltage,  rapid  actirity,  is  also  intermingled 
bilaterallv.  Again,  this  background.  6 to  7 cps.,  w’aves 
and  some  4 to  5 cps.  waves  are  intermingled  in  a dis- 
organized fashion.  Hyperventilation  did  not  cause  any 
essential  change  in  tracing,  although  the  alpha  activity 
does  become  somew'hat  more  prominent.  This  is  a 
mildly  to  moderatelv  diffusely  abnormal  tracing,  be- 
cause of  its  irregidarity  and  disorganization  and  the 
slowness.  No  focal,  lateral  or  paroxysmal  signs  are 
noted.  The  current  tracing  is  improred  over  the  prior 
record  which  was  taken  on  11/9 '70  in  that  it  is  no 
longer  dominated  by  the  6 to  7 cps.  activity  which  was 
so  prominent  at  that  time. 

The  patient  was  uneventfully  withdrawn 
from  the  Darvon®  over  a period  of  four 
days.  Medication  was  stopped  at  his  owfi  re- 
(juest.  He  experienced  no  discomfort  and  felt 
that  “cold  turkey”  withdrawal  could  have 
been  effected  with  no  appreciable  discomfort. 
Wolfe,  Reidenberg,  and  A'isjio^  reported  a 
j:>atient  tvith  Darvon®  addiction  wlio  demofi- 
strated  abstinence  symptoms  on  tvithdrawal. 
•After  a little  more  than  two  weeks  in  the 
jjsychiatric  unit,  our  patient  requested  dis- 
charge. He  said  that  he  felt  completely 
“clean”  and  had  no  desire  for  Darvon®  at  all. 
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He  wanted  to  return  to  liis  family  and  fiancee. 
Altliough  expressing  great  interest  in  psyclio- 
therapy,  he  never  actually  entered  treatment, 
and  was  lost  to  follow  up. 

The  predisposition  to  addiction  in  this  young 
man  can  Ite  seen  from  the  brief  history.  Con- 
stantly surrounded  by  three  “mothers,”  he 
was  never  allowed  to  experience  any  discom- 
fort. Drugs  for  his  asthma  were  literally 
placed  in  each  of  his  pockets,  so  that  he 
would  not  experience  even  a moment’s  dis- 
comfort after  tlie  first  signal  of  an  attack. 

Drugs  took  on  the  meaning  of  transitional 
objects  to  the  patient.  The  transitional  object 
denotes  a symbolic  representation  of  the 
mother.  It  depicts  maternal  security,  warmtii, 
and  nurture  to  the  child.  Most  commonly, 
the  transitional  object  is  seen  as  the  beloved 
“d’eddy-Bear,”  or  the  “Linus”  l)lanket  of 
childhood. 

Maternal  overprotection,  childfiood  astlima, 
and  paternal  addiction  to  alcohol  all  con- 
tributed heavily  to  the  formation  of  an  addic- 
tive personality.  When  he  was  hospitalized 
following  the  automobile  accident,  and 


treated  with  narcotic  drugs,  the  soil  was  very 
fertile  indeed.  The  contribution  by  well- 
intentioned  |)harmacists  all  but  put  the  top- 
ping on  the  cake. 

Darvon"  is  not  generally  considered  a highly 
addicting  drug,  and  its  use  in  such  gigantic 
(piantities  is  most  uncommon.  .\ny  drug, 
which  causes  a change  in  the  perception  of 
inner  feelings,  and  alters  consciousness,  is  [)o- 
tentiallv  addicting.  Physicians  and  pharma- 
cists alike  should  carefully  reconsider  their 
role  as  jiotential,  if  unwitting,  contributors  to 
the  problems  of  drug  addiction. 
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18.5  Prospect  .Avenue 


Recruitment  of  Blood  Donors 


rite  critical  blood  shortages  experienced  in 
1967  in  New  York  and  other  major  cities 
brought  into  sharp  focus  the  potentially  trag- 
ic effect  of  an  inadequate  blood  supply  and 
dramatized  the  need  for  a revitalized  effort  to 
recruit  volunteer  blood  donors. 

One  particularly  exciting  and  innovative  ap- 
])roach  to  recruiting  volunteers  was  described 
in  great  detail  by  Robert  J.  Wild,  administra- 
tive director  of  the  Dubuque  (Iowa)  Blood 
Bank  Association,  in  Medical  Laboratory  Ob- 
.server.  The  hustling  Mr.  Wild  whipped  up  a 
variety  of  unique  publicity  gimmicks.  Among 
his  efforts:  an  annual  art  contest  in  local 
schools  to  draw  recruiting  posters  (cash 


awards  were  given  and  awards  presentations 
covered  by  newspapers,  radio,  and  TV);  peri- 
odic talks  to  civic,  community,  and  church 
groups;  public  service  spots  on  local  radio, 
TV,  and  billboards;  a disc  jockey  who  gave 
Itlood  live  over  the  air;  a booth  at  the  county 
fair;  ad  insertions  in  statements  from  banks, 
department  stores,  and  utility  companies;  no- 
tices in  church  bulletins,  and  a reminder  to 
donate  printed  on  a million  milk  containers. 

The  Dubuque  Blood  Bank  Association  now 
has  a total  of  more  than  9,000  active  donors, 
or  10  per  cent  of  the  county’s  population, 
and  more  than  65  per  cent  of  the  voluntary 
donors  are  younger  than  40  years  of  age. 
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The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  maie. 

' The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 


as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 


Official  Journal  of  the 


American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X 

UTRA  HIGH  POTENCY 


Android-Plus 


WITH  NIGH  POTENCY 
B-COMPLEX  ANO  VITAMIN  C 

EolJi  ytUow  tabUt  eontalfi$:  Each  red  tablet  eontaina:  Each  orange  tablet  containt:  Each  white  tablet  contains: 

Methyl  Testottcreat  Methyl  Testosterone  ..SJihk.  Methyl  Testosterone  .T2.5mc,  Methyl  Testosterone  ..3.5int. 

TByroiAEiL(1/6(rJ  ..lOnf.  Thyroid  Eit.(Ve  (r.)  ...30ni{.  Thyroid  Ext. (1  trj  Thyroid  Ext. (V4  frJ  ...ISmc. 

OHtxmicAcId  50  fflc.  Glulamtc  Acid  .SOme.  ClutamicAcid  ..k.....S0mg.  Ascorbic  Acid  (Vit.C)  .250mf. 

TbUmineHCL* lOmc.  Thiamine HCL  ....I. ..10 mt.  ThiamineHCL lOmg.  ThiamineHCL  2Smg. 

1 laWet  3 times  llelly.  Dote:  1 tablet  3 times  Jally.  Dote;  1 or  2 tablets  daily.  ClulamicAcId  100  me. 

ataimldle;  Aooilabte:  AvailobU;  N^aemamUle''.^!""!!7l  mt! 

««Ues«l  MO.  500,1000.  Bottles  ol  too.  500.  lOOO.  BotUes  ol  60. 500.  Calcium  Partolhenlie  ilO  ms. 

Vitamin  B-12  2.5  meg. 

Utfiaeo  Riboflavin  ............5 mg. 

ITORJ  Dose:  2 tablets  daily. 

Available:  Bottles  ol  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Centnfndieatlins!  Android  Is  contraindicated  In  patients  with  prostatic  carcinoma,  severe  eardler«nal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  el  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Waraings:  Urge  douges  may  cause  anoreiia,  nausea,  vomiting  abdominal  pain,  diarrhea,  hesdachL 
disiness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  In  males. 

Rrecafltioiit:  If  hypothyroidism  1$  accompanied  by  adrenal  Insufficiency  the  btter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactient:  Since  Androgens,  In  general,  tend  to  promote  retention  of  sodiom  and  water,  pltlcnts 
receiving  Methyl  Testosterone.  In  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patientsi  use  of  Testosterone  should  be  dlscontiixied 
as  sooa  as  hypercalcemia  ss  detected. 

Refereneee:  1.  Monieeane,  P.,  and  Evangollfia.  t.  Methyttestosterone-thyrofd  treatment  of  sctnl 
Impotence.  Clin  Med  12:69.  1966.  2.  Dublin.  M.  F.  Treatment  of  Impotence  with  methyltestosteron^ 
thyroid  compound.  West  Med  5:67,  1964.  3.  TitcH.  A.  $.  Methyiteslosterona-thyreid  fa  trating  Impotanea. 
Gen  Proc  25:6.  1962.  4.  Hetiman,  L,  Iradlew,  H.  ll,  Zunen,  B.,  FabasMaia,  0.  R..aad  Gaiuffesr,  T.  F. 
Thyrold'androeen  Interrelations  and  the  hypxholesteremie  effect  of  androsterone.  } Clin  Ehdm  19:931, 
1959.  5.  Farm,  E.  I.,  and  Cellen,  s.  w.  Effects  of  L-thyroxIne  and  llothyronlna  on  locnnateceftatfa. 
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This  appears  to  be  the  first  case  ever  reported  of 
spontaneous  rupture  of  the  spleen  during  anticoagu- 
lant therapy  for  pulmonary  embolus. 


Spontaneous  Splenic  Rupture 
in  an  Anticoagulated  Patient* 

A Case  Report 


Murray  H.  Seltzer,  M.D.  and 
Edward  P.  Quarantillo,  Jr.,  M.D. 

Fort  Dix  (NJ) 

Spontaneous  rupture  of  the  normal  spleen  is 
documented  in  the  literature,  but  it  is  noted 
to  be  an  infrequent  occurrence.  * One 
would  anticipate  a higher  incidence  of  this  in 
patients  who  are  anticoagulated.  A review  of 
the  literature  between  1952  and  1972  yielded 
only  one  case  report^  of  spontaneous  splenic 
rupture  during  anticoagulant  therapy.  Herein 
is  presented  another  such  patient. 

A thirty-eight  year  old  female  was  admitted  to  the 
medical  service  at  Walson  Army  Hospital  at  Fort  Dix, 
with  a six-week  history  of  right-sided  pleuritic  chest 
pain,  intermittent  fever,  and  a non-productive  cough. 
Bilateral  basilar  infiltrates  with  small  pleural  effusions 
had  been  noted  on  x-rays.  Her  past  history  revealed 
travel  to  many  points  within  the  USA  and  Newfound- 
land. She  did  not  use  tobacco.  Review  revealed  pos- 
sible rheumatic  fever  as  a teenager  and  a fifteen  year 
history  of  migratory  arthritis.  The  patient  had  no 
history  of  thrombophlebitis  or  any  previous  abdomi- 
nal surgery. 

On  admission  her  temperature  was  99,  blood  pressure 
130/70,  and  pulse  100.  Examination  of  the  chest 
disclosed  splinting  respirations  bilaterally.  Neither 
friction  rubs  nor  rales  were  beard.  Examination  of 
the  heart  revealed  a physiologic  split  second  pulmonic 
sound,  however,  no  murmurs  were  heard.  No  evidence 
of  arthritis  was  found  and  the  remainder  of  the  physi- 
cal examination  was  within  normal  limits. 

Laboratory  studies  as  follows:  hemoglobin,  13.8  gms; 
hematocrit  41.3  per  cent;  WBC  6100,  differential  72 
polys,  5 bands,  1 lymphocyte  and  2 eosinophils;  uri- 
nalysis showed  rare  red  blood  cells,  4-6WBC/HPF,  and 
few  bacteria.  Lee  White  clotting  time  was  8 minutes, 
3 seconds.  Blood  gases  disclosed  a pH  of  7.45,  pC02 
of  36.5,  p02  80.7,  and  96.6  per  cent  oxygen  saturation. 
Bilirubin  was  0.7  total,  alkaline  phosphatase  13.1 
King  Armstrong  units,  SGPT  15RE,  SCOT  68K.  Latex 
fixation  was  non  reactive.  Sodium  138  niEq/L.,  potas- 
sium 4.1  mEq/L.,  chlorides  98  mEq/L.,  and  COj  26 
mEq/L.  Serology— negative.  Prothrombin  time:  patient 
14  sec.,  control  12.5  sec. 


Presumptive  diagnosis  was  viral  pneumonia.  Lung 
scan  was  read  as  consistent  with  pulmonary  embolus. 
The  patient  was  treated  with  5000  units  of  intra- 
venous heparin  every  four  hours  for  ten  days.  Lee 
White  clotting  times  remained  between  11  and  14 
minutes.  Twenty  milligram  doses  of  Coumadin'® 
(sodium  warfarin)  were  given  on  both  the  eighth  and 
ninth  days  of  herapin  therapy.  A repeat  scan  on  the 
tenth  day  of  anticoagulation  therapy  revealed  a de- 
fect at  the  right  lung  base  but  was  not  diagnostic.  The 
patient’s  pulmonary  function  studies  were  indicative 
of  severe  restrictive  disease  but  not  obstructive  disease. 

On  the  eleventh  day  of  anticoagulant  therapy  (residual 
Coumadin®  only)  the  patient  who  had  been  ambula- 
tory developed  sudden  hypotension,  left  anterior  chest 
pain,  shortness  of  breath,  and  diaphoresis.  She  was 
diagnosed  as  having  a recurrent  pulmonary  embolus 
ancl  was  treated  with  heparin  10,000  units  intraven- 
ously. Prothrombin  time  prior  to  the  incident  was  29 
seconds  with  a control  of  11.5  seconds.  During  the 
course  of  the  next  12  hours,  her  chest  x-rav  was  un- 
changed but  her  hematocrit  dropped  from  an  admis- 
sion level  of  41.3  per  cent  to  31.0  per  cent.  Stool  and 
gastric  aspirant  were  negative  for  gross  or  occult  blood 
as  was  the  urine. 

Surgical  consultation  was  obtained  and  following  a 
diagnosis  of  hypovolemic  shock  the  patient  was  stabi- 
lize with  four  units  of  whole  blood  and  two  liters  of 
5 per  cent  dextrose  and  0.9  per  cent  saline  administered 
rapidly  through  a subclavian  central  venous  pressure 
catheter.  The  patient’s  abdominal  paracentesis  yielded 
ten  cc.  of  non-clotting  blood.  Protamine  Sulfate,  5 ml., 
and  Vitamin  K— 2 cc.— were  administered  intravenously. 

Emergency  exploratory  laparotomy  was  done  and  5,000 
cc.  of  blood  were  evacuated  from  the  abdomen.  The 
spleen  was  found  to  be  ruptured  at  its  tip  secondary 
to  what  appeared  to  be  a subcapsular  hematoma.  No 
peri-splenic  adhesions  were  found.  Final  report  re- 
vealed the  spleen  to  be  of  normal  size  and  histology. 
The  patient  had  an  uneventful  post-operative  course 
and  was  maintained  on  heparin  5,000  units  intraven- 
ously every  four  hours  for  one  week. 


* From  the  Department  of  Surgery,  AValson  Army 
Hospital,  Fort  Dix,  New  Jersey.  Dr.  Seltzer  is  formerly 
Chief  Resident  in  General  Surgeiw,  Hospital  of  the 
University  of  Pennsylvania,  Philadelphia,  and  Instruc- 
tor in  Surgery,  University  of  Pennsylvania.  Dr.  Quar- 
antillo is  Chief,  Department  of  Surgery,  IValson  Army 
Hospital,  Fort  Dix,  New  Jersey,  and  formerly.  Chief, 
United  States  Army  Medical  Research  Team 
(WRAIR)  249th  General  Hospital,  Camp  Drake, 
Japan. 
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The  ]jatient  was  questioned  for  a history  of 
trauma  either  jtrior  to  her  hospital  admission 
or  during  the  hospitalization.  No  history  of 
even  minimal  trauma  could  be  obtained.  The 
diagnosis  of  recurrent  embolus  was  logical  in 
such  a patient  who  developed  sudden  left 
chest  pain,  shortness  of  breath  and  hypoten- 
sion: particidarly  when  she  was  already  under 
treatment  for  a pulmonary  embolus.  The  sud- 
den drop  in  hematocrit  was  the  major  factor 
that  alerted  the  attending  physicians  to  the 
jjossibility  of  hemorrhagic  .shock  as  opposed  to 
a recurrent  pulmonary  embolus. 

\\T  would  stronglv  suggest  that  a hemoglobin 
and  hematocrit  be  repeated  immediately  in 
any  anticoagulated  patient  who  develops 
signs  or  symptoms  of  recurrent  pulmonary 
endjolus  ]jrior  to  performing  x-ray  and  scan- 
ning procedures.  A significant  drop  in  these 
values  should  naturally  alert  the  jrhysician  to 
the  likelihood  of  acute  hemorrhage. 

In  the  case  report  cited  above  in  which  spon- 
taneous rupture  occurred  during  anticoagu- 


lant therapy,  the  patient  was  being  treated  for 
a myocardial  infarction.  To  the  best  of  our 
knoivletlge,  our  patient  is  the  first  reported 
case  of  spontaneous  splenic  rupture  as  an  in- 
patient during  anticoagulant  therapy  for  pre- 
sumecf  pulmonary  embolus. 

Summary 

A patient  who  was  anticoagulated  for  a pul- 
monary embolus  incurred  a spontaneous 
splenic  rupture.  Although  signs  and  symptoms 
of  spontaneous  splenic  rupture  may  be  initial- 
ly confused  with  a recurrent  pulmonary  em- 
bolus, the  precipitous  drop  in  hemoglobin 
and  hematocrit  is  diagnostic  of  acute  hemor- 
rhage. 
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Walson  Army  Hospital 


Ambulance  Reporting  Form 


rhe  American  Medical  Association  an- 
nounces the  availability  of  a uniform  Ambu- 
lame  Reporting  Form.  This  has  been  field- 
tested  by  the  New  York  State  Department  of 
'Frans]jortation  and  it  is  still  being  refined. 
The  form  provides  a record  of  performance 
to  the  ambulance  comjxinies  themselves  so 
that  they  can  be  used  as  trip  tickets.  It 
donunents  the  degree  of  participation  of 
each  scjuad  mendier  and  can  be  used  for  case 
rejjorts,  study,  and  comment.  For  an  entire 
company,  the  forms  constitute  a guide  to 
planning  for  distril)ution  cjf  and)ulance  ser- 
vices, indicating  areas  where  there  are  an 
inadecpiate  number  of  ambulances  or  where 
there  are  loo  many.  .\  study  of  the  report 
shows  cvhere  there  is  need  for  strengthening 
service  capability.  In  a sense,  the  form  is  a 
check  list  which  constitutes  a reminder  to 
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members  of  the  st]uad  and  is  sort  of  a contin- 
uous training  instrument.  I'he  form  is  so  de- 
signed that  it  can  be  incorporated  as  part  of 
the  sid)sec]uent  in-j)aiienl  hospital  record,  if 
the  hospital  so  desires.  Some  of  the  informa- 
tion developed  on  the  form  is  very  valuable 
for  clinical  purposes,  such  as  knowing  which 
jtiqiil  dilated  first,  which  limb  was  paralyzed 
first,  where  the  twitching  began,  or  whether 
there  has  lieen  any  change  in  degree  of  con- 
sciousness and  the  pidse  rate.  The  form  also 
shoidd  be  .some  protection  against  malprac- 
tice suits  originating  in  actions  in  the  emer- 
gency room. 

For  further  information  write  to  the  Clommis- 
sion  on  Emergency  Medical  Services,  Ameri- 
can Medical  .\s.sociation,  5.85  North  Dearborn 
Street,  Chicago,  (iOtilO. 
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Seasonal  variations  in  hypercholesterolemia  were 
found  in  a screening  suivey. 


Hyperlipoproteinemia  Survey 


Hugo  C.  Pribor,  M.D.,  ef  al. 

Metuchen 

significant  correlation  between  high  plasma 
lipoprotein  levels  and  cardiovascular  disease 
has  been  established  by  numerous  investiga- 
torsd’  ^ Although  a cause  and  effect  rela- 
tionship has  not  been  proved,  prevention 
through  dietary  and  drug  control  of  the 
lipoprotein  level  is  clearly  a good  possibility. 
There  is  even  experimental  evidence  to  sug- 
gest that  lotvering  blood  cholesterol  may  im- 
prove existing  coronary  atherosclerosis.® 

A Ijasic  screen  consisting  of  cholesterol  and 
triglyceride  determinations  is  adequate  to 
eliminate  from  further  study  a high  percent- 
age of  the  population  who,  having  lotv  or 
normal  values  for  both  tests,  cannot  fall  with- 
in the  five  major  types  defined  by  Frederick- 
son.®  Electrophoresis  of  sera  from  individuals 
with  elevated  test  values  will  identify  those 
with  one  of  the  recognized  types.  This  classifi- 
cation is  essential  to  determine  appropriate 
dietary  management.  It  is  surprising,  in  view 
of  the  high  incidence  of  cardiovascular  disease 
in  the  U.S.A.,  that  routine  screening  has  not 
Iteen  undertaken.  A population  cognizant  of 
its  lipoprotein  status  can  be  subjected  to  large- 
scale  dietary  management  through  mass 
media  education. 

Many  hospitals  have  in  their  admissions  bat- 
tery an  SM.‘\-12  panel  which  includes  a 
cholesterol  determination.  Thus,  a screen  for 
hyperlipoproteinemia  can  be  implemented  in 
hospitalized  patients  by  the  addition  of  a 
triglyceride  assay.  On  the  basis  of  a prelimi- 
nary study®  we  recommended  the  inclusion  of 
this  test  in  the  routine  battery  for  medical  ad- 
missions at  Perth  Amboy  General  Hospital. 

This  report  describes  the  results  of  screening 
over  3000  unselected  medical  admissions  and 
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phenotyping  those  with  hyperlipoproteine- 
mia. Sex  differences  in  the  incidence  of  types 

11  and  IV  were  encountered.  Both  hyper- 
cholesterolemia and  hypertriglyceridemia 
were  found  more  fretpiently  in  the  winter 
than  in  the  spring. 

Popidation  studies  included  3,103  medical  ad- 
missions to  Perth  Amboy  General  Hospital 
between  February  1 and  june  23,  1971. 

Twelve  htindred  and  eighty-four  tvere  males 
and  1,819  females.  Bloods  were  drawn  after  a 

12  hour  fast.  Sera  from  patients  with  a 
cliolesterol  level  greater  than  250  mgms  per 
cent  and/or  a triglyceride  level  greater  than 
150  mgms  per  cent  were  examined  by  lipopro- 
tein electrophoresis.  Cholesterol  levels  were 
determined  as  part  of  the  SMA-12  panel  using 
Huang’s  modification"  of  the  Liebermann- 
Burchard  procedure.®  Triglycerides  were  as- 
sayed using  a colorimetric  method  based  on 
the  Hantzsch  reaction.®  The  migration  pat- 
terns through  cellulose  acetate  plates  were 
scanned  using  a Beckman  densitometer  inter- 
faced with  a Spear  B-D  comptiter. 

Classification  of  Hyperlipoproteinemia 

The  method  was  essentially  that  recommend- 
ed by  Frederickson,  et  The  normal  limits 
for  our  procedure  represent  the  mean  ± 2 
standard  deviations  for  a series  of  blood  don- 
ors. 


Limits  (%) 


Lipoprotein 

Lou'er 

Upper 

Alpha 

28 

52 

Pre-beta 

7 

28 

Beta 

33 

52 

Chylomicrons 

0 

9 

The  Spear  B-D  computer  was  programmed  to  perform 
the  classification. 


*Dr.  Pribor  is  presently  President  and  Director  of  the 
Center  for  Laboratory  Medicine,  Metuchen  (NJ) . Co- 
authors are  Marvin  Shuster,  M.D.,  .Associate  Director 
of  Laboratories  at  Perth  Amlxty  (NJ)  General  Hos- 
pital, and  Anne  L.  Gillen,  B..\.,  Patrick  Brown,  B..A., 
and  Scott  Turner,  B..\. 


Results  « 

The  over-all  results  of  the  survey  are  summar- 
ized in  table  I.  Thirty-four  per  cent  of  the 
patients  studied  had  elevated  cholesterols 
and/or  triglycerides.  Sixty-six  per  cent  were 
not  elevated  with  respect  to  these  two  tests. 
Nineteen  per  cent  of  the  population  were  sub- 
sequently phenotyped.  Eleven  per  cent  were 
type  II  and  8 per  cent  were  type  IV.  Four  type 
Ill’s  and  one  type  I were  identified.  Fifteen 
per  cent  of  the  patients  had  hypercholestero- 
lemia and/or  hypertriglyceridemia  but  were 
not  classifiable  as  one  of  Frederickson’s  types. 

Significant  sex  differences  were  encountered. 
Type  II  occurred  significantly  more  often 
among  females  than  among  males  (12.5  per 
cent  vs.  9.8  per  cent;  P < .05).  Eleven  per 
cent  of  males  and  only  six  per  cent  of  females 
were  classified  as  type  IV.  The  four  type  III 
phenotypes  were  all  females. 

An  interim  analysis  based  on  data  collected 
up  to  March  20,  led  us  to  suspect  that  season- 
al differences  were  also  occurring.  In  table  2 
the  data  are  broken  down  by  sex  and  season. 
Significantly  fewer  patients,  both  male  and 
female,  passed  the  preliminary  screen  in  the 
winter  months.  Seventy-five  per  cent  of  the 
population  passed  the  screen  in  the  spring 
months  but  only  48  per  cent  of  those  surveyed 
in  the  winter.  This  seasonal  difference  was 
associated  with  increased  incidences  of  both 
hypercholesterolemia  and  hypertriglyceridemia 
in  the  winter  months.  The  sensitivity  of  the 
preliminary  screen  did  not  fippear  to  differ 
seasonally;  i.e.,  approximately  the  same  pro- 
portion of  those  selected  by  the  screen  were 
subsecjuently  typed. 

The  relationship  between  cholesterol  and 
trigylceride  abnormalities  and  the  types  of  hy- 
perlipidemia detected  is  shown  in  table  3. 
One  hundred  and  sixteen  (76  per  cent)  pa- 
tients with  hypercholesterolemia  and  nor- 
mal triglyceride  levels  were  type  II’s.  I’hirty- 
two  per  cent  of  those  with  elevated  trigly- 
cerides and  normal  cholesterols  were  type 
IV’s.  While  our  preliminary  screen  selected  all 
patients  with  triglycerides  exceeding  150  mgm 
per  cent,  no  patient  with  a triglyceride  level 


Table  1 

Summary  of  Results  of  Screening  Program 


Male  Female  Total 


No. 

% No. 

% 

No.  % 

Screened 

1284 

— 1819 



3103  — 

Passed 

803 

62.5  1244 

68.4 

2047  66.0 

Failed 

481 

37.5  575 

31.6 

1056  34.0 

Not  Followed  55 

— 53 

— 

108  — 

Followed: 

426 

— 522 



948  - 

Type  I 

0 

0.0  1 

0.06 

1 0.03 

II 

111 

9.8  206 

12.5 

317  11.4 

III 

0 

0.0  4 

0.24 

4 0.14 

IV 

123 

10.8  92 

5.6 

215  7.7 

Not  Typed 

192 

16.9  219 

13.3 

411  14.7 

Per  cent  of 

total  population  screened  adjusted  for 

patients  not  followed 

Table  2 

Sex  and  Seasonal  Differences— Preliminary  Screen 

Elevated 

Males 

Females 

Totals 

Tests 

Season 

No.  % 

No.  % 

No.  % 

Winter 

42  9.5 

90  14.4 

132  12.4 

Cholesterol 

Spring 

15  1.8 

25  2.1 

40  2.0 

Only 

P (Seasons) 

< .001 

< .001 

< .001 

Cholesterol 

Winter 

35  8.0 

86  13.8 

121  11.4 

and 

Spring 

91  10.8 

102  8.5 

193  9.5 

Triglyceride 

P (Seasons) 

N.S. 

< .001 

N.S. 

Winter 

149  33.9 

150  24.1 

299  28.1 

Triglyceride 

Spring 

149  17.7 

122  10.2 

271  13.3 

Only 

P (Seasons) 

< .001 

< .001 

< .001 

Winter 

214  48.6 

297  47.7 

511  48.1 

Neither 

Spring 

589  69.8 

947  79.2 

1536  75.3 

P (Seasons) 

< .001 

< .001 

< .001 

Winter 

440 

623 

1063 

Total 

Spring 

844 

1196 

2040 

P values  based  on  chi-square  tests 

Table  3 

Distribution 

of  Types  Among  Patients  with  Elevated 

Cholesterols  and/or  Triglycerides 

Cholesterol 

Cholesterol  and 

Triglyceride 

Type 

Only 

Triglycerides 

Only 

No.  % 

No. 

% 

No.  % 

I 

0 0.0 

1 

0.3 

0 0.0 

II 

116  75.8 

201 

66.1 

0 0.0 

III 

0 0.0 

2 

0.7 

2 0.4 

IV 

0 0.0 

59 

19.4 

156  31.8 

Not  Typed 

37  24.2 

41 

13.5 

333  67.8 

Total 

153 

304 

491 

Table  4 

Distribution 

of  Triglyceride  Levels  Among  Type  IP's 

Mgm% 

No. 

% 

160-199 

18 

8.4 

200-249 

45 

20.9 

250-299 

35 

16.3 

.‘100-349 

30 

14.0 

350-399 

24 

11.2 

400-449 

39 

18.1 

450-500 

7 

3.2 

500 

17 

7.9 

215 

400 
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Table  5 


Distribution  of  Cholesterol  Levels  Among  Type  ITs 


Mgms% 

No. 

% 

251-299 

167 

52.7 

300-349 

113 

35.6 

350-399 

24 

7.5 

400-450 

8 

2.5 

450-1- 

5 

1.6 

317 


Table  6 


Age  Distribution  for  Types  II  and  IV 


II 

IV 

Age 

M 

F 

Total 

M 

F 

Total 

0-9 

0 

0 

0 

0 

2 

2 

10-19 

0 

7 

7 

4 

2 

6 

20-29 

7 

23 

30 

7 

12 

19 

30-39 

13 

14 

27 

28 

14 

42 

40-49 

32 

34 

66 

33 

17 

50 

50-59 

27 

47 

74 

25 

21 

46 

60-69 

17 

48 

65 

13 

11 

24 

70-79 

11 

22 

33 

11 

8 

19 

80-89 

3 

10 

13 

2 

4 

6 

90-99 

1 

1 

2 

0 

1 

1 

Total 

111 

206 

317 

123 

92 

215 

Mean 

Age 

52.5 

53.5 

53.0 

48.1 

48.9 

48.4 

Table  7 

Breakdown  of  Non-Typable  Patients  with 
Hypercholesterolemia  andfor  Hypertriglyceridemia 

No. 

Cases  Cholesterol  Triglyceride  Electrophoretic  Pattern 


46 

Normal 

Elevated 

Normal 

21 

Elevated 

Elevated 

Normal 

2 

Elevated 

Elevated 

Normal 

101 

Normal 

Elevated 

Hyperbeta 

27 

Normal 

Elevated 

Hypoalpha 

7 

Elevated 

Elevated 

Hypoalpha 

2 

Normal 

Elevated 

Hyperalpha 

1 

Elevated 

Normal 

Hyperalpha 

2 

Normal 

Elevated 

Hyperalpha 
& Hypoprebeta 

1 

Elevated 

Normal 

Hyperalpha 
& Hypoprebeta 

1 

Elevated 

Elevated 

Hypoprebeta 

1 

Normal 

Elevated 

Hypobeta 

1 

Normal 

Elevated 

Hyperalpha 
& Hypobeta 

Based 

on  data 

collected  in  spring  months. 

less  than  160  mgms  per  cent  was  subsequently 
identified  as  a type  IV  hyperlipidemia.  The 
distribution  of  triglyceride  levels  among  type 
IV  individuals  is  shown  in  table  4.  Only  8.4 
per  cent  of  these  patients  had  triglyceride 
levels  between  160  and  199.  In  sharp  contrast 
is  the  distribution  of  cholesterol  levels  among 
type  II’s  (table  5).  Over  one  half  of  this 
group  had  cholesterol  levels  within  50  mgms 


per  cent  of  the  upper  “normal”  limit  used  in 
this  study.  This  truncation  at  the  lower  end  of 
the  frequency  distribution  might  indicate  that 
the  limit  chosen  (250  mgms  per  cent)  is  too 
high  for  the  type  of  population  studied  (see 
discussion). 

The  age  distributions  for  patients  with  type  II 
and  type  IV  hyperlipoproteinemia  are 
presented  in  table  6.  Type  IV  occurred  in  a 
significantly  younger  age  group  than  type  II. 
There  was  no  significant  sex  difference  in  the 
age  at  which  either  type  was  encountered. 

At  the  time  of  the  interim  analysis  the  deci- 
sion was  made  to  maintain  a log  of  the  com- 
plete results  for  all  patients  with  hypercholes- 
teremia and/or  hypertriglyceridemia  who 
could  not  subsequently  be  classified  as  one  of 
Frederickson’s  types.  In  table  7 the  results  for 
207  unclassified  patients  are  summarized.  Al- 
most one-half  of  them  had  elevated  trigly- 
cerides associated  with  hyperbetalipoproteine- 
mia  but  a normal  cholesterol.  Some  of  these 
represented  borderline  cases  for  “normal” 
cholesterol  level.  Sixty-nine  of  the  207  cases 
had  normal  electrophoretic  patterns.  The 
highest  cholesterol  value  among  these  patients 
was  405  mgms  per  cent;  the  highest  trigly- 
ceride value,  535  mgms  per  cent. 

Discussion 

The  surveying  of  populations  for  abnormali- 
ties often  requires  that  concessions  be  made  to 
permit  implementation  with  a minimum  of 
confusion.  In  the  survey  described  in  this  re- 
port there  were  four  such  concessions.  First, 
adherence  to  Frederickson’s  condition  requir- 
ing a normal  diet  for  7 to  14  days  prior  to 
lipoprotein  interpretation  was  abandoned  due 
to  the  type  of  population  studied.  It  is  proba- 
ble that  many  of  the  patients  did  not  satisfy 
this  condition.  Second,  in  the  interest  of  sim- 
plicity, single  sets  of  normal  limits  were  used 
for  tests  in  which  there  are  established  sex 
and  age  differences.  Third,  no  effort  was  made 
to  eliminate  those  patients  who  might  have  a 
hyperlipoproteinemia  secondary  to  other  dis- 
ease. And  finally,  repeat  determinations  to 
verify  abnormalities  were  left  to  the  discretion 
of  the  attending  physician. 
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The  seasonal  difference  in  the  proportion  of 
patients  selected  by  the  cholesterol-triglyceride 
screen  may  be  pertinent  in  large  scale  surveys 
of  asymptomatic  populations.  If  the  relation- 
ship l^etween  cardiovascular  disease  and  hy- 
perlipoproteinemia is  time  related,  as  appears 
likely,  those  at  highest  risk  Avould  have  a ]5er- 
sistent  rather  than  a transient  elevation.  Sur- 
veying in  that  season,  when  the  lowest  inci- 
dence occurs,  would  tend  to  select  this  high 
risk  group.  It  has  been  reported’^®  that  choles- 
terol levels  are  higher  in  the  spring  and  fall 
than  in  the  winter  and  summer.  In  contrast, 
our  population  of  medical  admissions  had  a 
higher  incidence  of  both  hypercholesterolemia 
and  hypertriglyceridemia  in  the  winter  than 
in  the  spring.  Whether  this  inconsistency  is 
accounted  for  by  seasonal  variations  in  the 
types  of  admissions  or  by  geographic  differ- 
ences recpiires  further  study. 

The  higher  incidence  of  type  IV  among  males 
coupled  with  its  occurrence  in  a significantly 
younger  age  group  is  of  particular  interest. 
Perhaps  this  accounts,  at  least  in  part,  for  the 
greater  incidence  of  cardiovascular  disease 
among  males.  Kuo^  found,  in  his  series  of  286 
atherosclerotic  patients  that  91.6  per  cent  had 
a type  III  or  type  IV  (carbohydrate-sensitive) 
hyperlipoproteinemia.  The  remaining  8.4  per 
cent  Avere  type  II. 

^Ve  believe  that  our  upper  normal  limit  for 
triglycerides  should  be  revised  upward  to  160 
mgms  per  cent  because  no  patient  with  a value 
less  than  this  was  subsecpiently  identified  as  a 
type  IV  hyperlipidemic.  The  data  also  suggest 
that,  for  the  type  of  population  studied,  a 
normal  ujjper  limit  of  250  mgms  per  cent  of 
cholesterol  may  be  too  high  to  detect  all  type 
IPs.  Ihree  observations  support  this.  First, 
almost  one-half  of  those  patients  not  classifi- 
able by  Frederickson’s  criteria  had  a “normal” 


cholesterol  level  associated  with  a hyperbe- 
talipoproteinemia.  In  addition,  while  only  32 
per  cent  of  hypertriglyceridemics  were  type  IV, 
76  per  cent  of  hypercholesterolemics  were  type 
II.  Finally,  over  one-half  of  those  classified  as 
tyjDe  II  were  within  50  mgm  per  cent  of  the 
upper  “normal”  use  in  this  study. 

As  pointed  out  by  Frederickson,®  the  setting 
of  normal  limits  is  often  arbitrary.  “What 
is  ‘usual’  for  one  population  may  not  be  for 
another  and  is  not  necessarily  healthy  for  ei- 
ther.” The  difficulty  in  assessing  what  is 
“healthy”  has  resulted  in  the  arbitrary  setting 
of  the  safe  upper  normal  cholesterol  level  by 
various  investigators  as  175^-,  210^^,  220®, 
250,^  and  280^®  mgms  per  cent.  At  any  rate, 
in  view  of  Kuo’s  demonstration*  of  a relative- 
ly low  incidence  of  type  II  hyperlipoproteine- 
mia among  patients  with  atherosclerosis  it 
may  be  advisable  to  select  only  the  more 
sev'ere  type  II’s  in  screening. 
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Trustees'  Minutes 

March  18,  1973 

A regular  meeting  of  the  Board  of  Trustees 
was  held  on  March  18,  1973,  at  the  Executive 
Office  in  Trenton.  Detailed  minutes  are  on 
file  with  the  secretary  of  your  county  medical 
society.  A summary  of  the  significant  actions 
follow's: 

Definition  of  Private  Practice  . . . Concurred 
in  the  Executive  Committee’s  approval  of 
the  following  definition  of  the  tenri  “private 
practice’’  and  directed  that  a copy  be  for- 
warded to  the  Health  Care  Administration 
Board: 

“Private  practice”  is  a terra  that  applies  when  a 
licensed  physician  offers  and  provides  professional 
medical  or  surgical  care  as  an  entrepreneur  (one  who 
organizes,  manages,  and  assumes  the  risks  of  a busi- 
ness or  enterprise)  to  patients  who  seek  his  services 
of  their  own  accord  or  on  referral,  on  the  basis  of 
compensation  set  by  the  physician  and  agreed  to  by 
the  patients.  It  is  essentially  a two-party  (physician- 
patient)  relationship. 

Private  practice  may  be  entered  into  by  a single 
physician  or  by  a number  of  physicians  who,  in  the 
interest  of  accommodating  more  patients  and  insuring 
themselves  of  controlled  hours  of  patient  service  and 
of  free  time,  have  agreed  to  enter  into  private  practice 
cooperatively. 

Committee  to  Review  MSP  and  HSP  Dis- 
puted Claims  . . . Concurred  in  the  Executive 
Committee’s  appointment  of  Frank  J. 
Hughes,  M.D.,  of  Gloucester  (4th  District)  to 
the  Advisory  Committee  to  Review  MSP  and 
HSP  Disputed  Claims.  Dr.  Hughes  was  ap- 
pointed to  fill  the  vacancy  created  by  the 
resignation  of  Robert  S.  Gamon,  Jr.,  M.D. 

Health  Care  Council  . . . Approved  a sugges- 
tion from  President  D’Elia  that  MSNJ  estab- 
lish a Health  Care  Council  of  Presidents  of 
various  organizations  involved  in  the  delivery 
of  health  care  services. 

. . . Approved  the  Executive  Committee’s  au- 
thorization for  a meeting  to  be  held  on  Sun- 


day, April  29,  at  the  Executive  Offices  in 
Trenton,  and  directed  that  invitations  be  ex- 
tended to  the  following  organizations: 

New  Jersey  Hospital  Association 

New  Jersey  Association  of  Osteopathic  Physicians  and 
Surgeons 

New  Jersey  Nursing  Home  Association 
New  Jersey  Pharmaceutical  Association 
New  Jersey  State  Nurses’  Association 
American  Association  of  Medical  Assistants,  State  of 
New  Jersey,  Inc. 

New  Jersey  Chapter,  American  Physical  Therapy  As- 
sociation 

Licensed  Practical  Nurses’  Association 

New  Jersey  Dental  Society 

New  Jersey  Optometric  Association 

New  Jersey  Podiatry  Society 

New  Jersey  Veterinary  Association 

Workshop  for  County  Society  Executive  Secre- 
taries . . . Concurred  in  the  Executive  Com- 
mittee’s authorization  lor  Mr.  Maressa  to 
schedule  a workshop  conference  with  execu- 
tive secretaries  of  component  societies  and 
MSNJ’s  staff — to  be  held  following  the  Annu- 
al Meeting. 

Uniform  Medical  Procedural  Terminology 
and  Code  Project  . . . Directed  that  Mr. 
William  Berry  of  HEW  be  notified  that 
MSNJ’s  representative  in  the  proposal  to  col- 
lect informational  data  for  the  Uniform  Med- 
ical Procedural  Tenninology  and  Code  Proj- 
ect will  be  Karl  T.  Franzoni,  M.D.,  Vice- 
Chairman  of  the  Council  on  Medical  Services 
(see  prior  Board  action,  page  320,  April  1973 
Journal.) 

Task  force  on  Graduate  Aledical  Education 
. . . Approved  MSNJ’s  continued  participation 
in  the  work  of  the  Task  Force  on  Graduate 
Medical  Education  and  verified  that  James  A. 
Rogers,  M.D.,  will  serve  as  MSNJ’s  representa- 
tive. The  above  action  was  taken  in  response 
to  an  inquiry  from  Stanley  S.  Bergen,  Jr., 
M.D.,  President,  CMDNJ. 

Conference  of  State  Mental  Health  Represen- 
tatives . . . Authorized  the  attendance  (with 
expenses  paid)  of  the  Chairman  of  the  Coun- 
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cil  on  .Menial  Health  at  the  AMA’s  19th  An- 
nual Conference  of  State  Mental  Health  Rep- 
resentatives. (President  D’Elia  is  empowered 
to  appoint  a representative  in  the  event  the 
Chairman  is  unable  to  attend.) 

Coinmitfer  on  Occupational  Health,  Work- 
men's Compensation,  and  Rehabilitation  . . . 
.\])proved  the  following  recommendations 
from  the  S])ecial  Committee  on  Occu]jational 
Health,  AVorkmen’s  Compensation,  and  Re- 
habilitation: 


5.  That  the  Board  of  Trustees  approve  that  the 
minimum  coverage  available  for  Professional  Liability 
Insurance  under  I he  Medical  Society  of  New  Jersey 
Program  be  raised  to  $25,000-S75,000,  effective  Xovem- 
ber'  1,  1973. 

Committee  on  Publication  . . . .\pproved  the 
following  recommendations  from  the  Com- 
mittee on  Publication: 

1.  That  the  .Advertising  Manager  of  The  Jouruat,  Mr. 
Joseph  \V.  Ciookson,  be  authorized  to  attend  (with  ex- 
penses paid)  a meeting  of  representatives  of  state 
society  journals  with  the  Pharmaceutical  Manufacturers 
■Association,  to  be  held  in  New  A’ork  in  June. 


1.  That  MSNJ  take  opposition  to  any  proposed  ethical 
change  that  would  allow  industrial  physicians  to  give 
treatment  for  non-lndustrial-related  conditions  for  em- 
ployees and  their  families. 

2.  That  MSNJ  stipport  the  concept  of  the  establish- 
ment of  comprehensive  rehabilitation  facilities  in 
South  Jersey,  as  proposed  by  the  New  Jersey  Reha- 
hilitalion  Commission. 

Co>nmittee  on  Medical  Defense  and  Insur- 
ance . . . .Apjii'oved  the  following  recommen- 
dations Iroin  the  Committee  on  Medical  De- 
fense and  Insurance: 


1 . That  The  Medical  .Society  of  New  Jersev  accept  the 
2:")  per  cent  over  all  increase  of  premium  rates  (pro- 
fessional liability)  for  the  next  fiscal  year  as  sub- 
mitted by  C:hubb  Sc  Son,  Inc. 

2.  riiai  the  method  of  assessing  percentages  of  costs 
according  to  the  type  of  specialty  be  retained  and  re- 
(|uest  be  made  that  the  Joseph  .A.  Britton  .Agency  con- 
tinuously analyze  placement  in  the  classes  according 
to  experience. 

3.  Thai  rates  for  the  November  1973  policy  year  be 
a|)porlioncd  as  follows: 


('.hiss 

0 

7 

() 


2 

3 

4 

a .Anesthesiology 
■)  Ncuro  Surgery 

a Obstetrics- 
(ivnecology 
a Orthopedics 

.a  Plastic  Stirgery 


Oi'er-all  Change 

None 

None 


10% 

23% 

10% 

E>% 

23% 

-'2>/2% 

221/2% 

221/2%  plus  50%  surcharge 
of  total 
221/2% 


22i/2%  plus  20%  surcharge 

of  total 

221/2% 


1.  I hat  the  carriers  may  settle  claims  of  established 
liahiliiy  under  the  Loss  Control  Program  having  a 
\alue  of  SI. 000  or  less  without  submittal  to  MR.AC 
review,  protided  the  consent  of  the  defendant  is  first 
obtained,  but  claims  in  excc’ss  of  SLOOO  must  be  sub- 
mitted to  the  appropriate  county  Medical  Review  and 
Advisory  Committee. 


2.  That  the  .Advertising  Manager.  Mr.  Cookson,  and 
the  .Assistant  Editor,  Mrs.  Treptow,  be  authorized  to 
attend  the  SMJ.AB  Conference,  to  he  held  in  .Atlanta, 
■September  10-11,  with  the  same  arrangement  for  ex- 
penses that  has  pertained  in  previous  years— SMJ.AB 
pays  the  transportation  and  lodging;  meals  and  in- 
cidental expenses  have  been  paid  for  by  MSNJ. 

3.  That  the  proposed  rate  increases  in  printing  costs 
be  approved  and  that  the  contract  with  Hughes 
Printing  Company  for  printing  The  Journal  be  signetl. 

4.  That  a group  of  associate  editors  be  appointed  to 
assist  Dr.  Davidson. 

5.  That  there  be  permanently  assigned  to  The  Journal 
office  a staff  member  whose  tpialifications  lend  to 
training  in  the  procedures  necessary  for  preparing  The 
Journal  for  publication,  so  as  to  provide  back-up  in 
carrsing  out  the  dtiiies  assigned  to  the  .Assistant  Editor. 

Conference  of  Presidents  and  Presidents-Elect 
of  Component  Societies  . . . Met  with  rej)- 
resentatives  at  the  17th  Conference  of  Pres- 
idents and  Presidents-Elect  of  Component 
Societies — 22,  representing  16  societies.  Prior 
to  meeting  with  the  Board,  the  members  of 
the  Conference  were  addressed  by  President 
D’Elia,  the  Chairman  of  the  Council  on  Pub- 
lic Relations,  the  Chairman  of  the  Standing 
Committee  on  Medical  Education,  the  Chair- 
man of  the  Steering  Committee  to  the  New 
Jersey  Eoundation  for  Health  Care  Evalua- 
tion, and  the  Secretary  of  the  Society.  'Ehis 
tvas  followed  by  a question  and  answer  se.s- 
sion. 

foint  Practice  Committee  With  the  Xeu'  Jer- 
sey State  Xurses’  Association  . . . .Adopted  the 
following  policy  statement  of  the  Joint  Prac- 
tice Ciommittee  with  the  New  Jersey  Stale 
N iirses’  .\s.sociation: 


I he  medical  and  nursing  staffs  of  all  hospitals  and 
other  agencies  and  institutions  utilizing  the  services  of 
nurses  are  urgetl  to  develop,  in  a cooperative  spirit,  a 
program  expanding  the  role  of  the  nurse. 
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1.  Consideration  is  to  be  given  to  liie  formulation  of 
a plan  recognizing  the  diversilied  professional  capa- 
bilities of  the  registered  nurse. 

The  granting  of  expanded  professional  privileges 
should  follow  completion  of  formalized  educational 
])rograms  and  demonstrated  increased  profc“ssional  com- 
petence. 


2.  .Ml  stub  programs  are  to  be  sup]Jorled  b\  sound 
clinical  ex])eiience. 

.Miliough  recognizing  the  need  for  establishing  educa- 
tional programs  in  specialized  clinical  liclds,  jjrojter 
and  coni  inning  emphasis  slionld  be  placed  upon  eval- 
uating the  levels  of  comjtetence  of  generalized  nursing 
practice. 


Medical  College  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 

President,  CMDNJ 

Private  Funding  Benefits  Medical  School 

As  the  Ciollege  of  Medicine  and  Dentistry  of 
New  Jersey  expands  and  progresses,  we  find 
ourselves  increasingly  reliant  on  private  sec- 
tor funding  to  help  us  achieve  our  goals. 
.Although  the  bulk  of  funding  comes  through 
our  state  budget  and  grants  from  state  and 
federal  agencies,  growing  private  support  al- 
lows us  to  strive  to  achieve  enrichment  and 
excellence  in  all  our  programs. 

The  additional  resources  provided  us  through 
private  funding  touch  every  area  of  our  mis- 
sion of  education,  research,  and  community 
service.  Many  of  our  most  successful  and 
worthwhile  programs  would  not  have  been 
initiated  without  liberal  support  from  private 
business,  agencies,  and  foundations. 

For  instance,  the  Robert  Wood  Johnson 
Foundation,  one  of  our  most  generous  con- 
tributors, recently  granted  CMDNJ  $548,000. 
These  funds  represent  $493,000  to  create  a 
health  care  delivery  planning  staff  to  assist 
the  College  in  assessing  its  proper  educational 
and  service  roles  in  the  health  care  system 
throughout  the  state;  and  $55,000,  awarded 
lor  the  .second  year,  to  allow  minority  stu- 
dents to  participate  in  remedial  work-study 
programs  during  the  summer  to  help  prepare 
them  for  medical  school. 

1 he  minority  student  and  planning  grants 
are  pertinent  examples  of  the  importance  of 
private  funding  in  establishing  new  pro- 
grams. Our  Students  for  Medicine  program 
received  federal  funds  to  support  faculty  to 


teach  the  students  during  summer  vacation. 
However,  since  the  students  could  not  get 
full-time  employment,  they  would  not  have 
been  able  to  j^articipate  without  the  support 
from  the  Robert  Wood  Johnson  Foundation 
and  Commonwealth  Fund  which  provided 
their  stipends.  \Vithotit  these  private  funds, 
the  program  would  not  have  been  successful. 

In  the  realm  of  education  and  community 
serxice,  private  funding  has  been  responsible 
for  an  addition  to  our  primary  teaching  hos- 
pital, Martland  Hospital,  and  provided  the 
base  fuiuling  for  a successful  student  volun- 
teer program. 

The  Fannie  E.  Rippel  Foundation,  through  a 
$300,000  grant,  assisted  the  College  in  build- 
ing a Family  Health  Care  Center  which  was 
addetl  to  Martland  Hospital  and  dedicated 
May  24,  1970.  All  hospital  out-patient  care 
was  then  united  xvithin  the  new  center.  .Short- 
ly thereafter  our  medical  students  proposed  a 
program  to  volunteer  their  time  to  help  local 
families  and  gain  early  experience  in  patient 
contact  and  health  service  deliverv. 

The  Student  Family  Health  Center  started 
with  a small  foundation  grant  through  the 
Student  AM.A  which  led  to  support  from  the 
State  De]xirtment  of  Health.  When  these 
funds  were  no  longer  available,  the  program, 
which  was  providing  health  care  for  hundreds 
of  families,  was  continued  through  the  sup- 
port of  Prudential,  Merck,  Schering,  and 
Hoffmann-LaRoche.  7he.se  private  sources 
saved  a worthwhile  program  which  will  be- 
come a regular  part  of  our  curriculum  this 
fall,  with  the  entire  freshman  class  indicat- 
ing their  interest  in  taking  part  in  the  center 
as  an  elective  course  of  study. 
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Our  Drug  Abuse  Treatment  and  Rehabilita- 
tion Program  is  also  highly  successful  and 
reliant  on  private  funding.  Basically,  the  pro- 
gram consists  of  screening  and  care  for  drug 
addicts  and  placing  them  in  appropriate  re- 
habilitation centers  affiliated  with  the  Col- 
lege. 

Although  our  staff  and  facilities  are  support- 
ed through  state  and  federal  funds,  our  affili- 
ates, drug  groups  such  as  Odyssey,  New  ’Well, 
Dare,  Mt.  Carmel  Guild,  and  Integrity,  are 
private  agencies  which  could  not  receive  the 
major  federal  staffing  support  without  secur- 
ing private  matching  funds.  These  funds 
were  donated  by  \'ictoria  Foundation,  Tur- 
rell  Fund,  \\fiallace-Eljabar,  Schumann  Foun- 
dation, Prudential,  Kirby  Fund,  .\tlantic 
Foundation,  and  Hayden  Foundation,  among 
others.  I'hough  we  receive  more  than  $1  mil- 
lion annually  through  a federal  grant  for  the 
program,  these  funds  would  not  have  been 
received  without  the  jtrivate  support  to  the 
affiliate  agencies. 

In  many  other  areas  private  funds  heljDed 
establish  programs  that  were  necessary  for  us 
to  serve  the  health  needs  of  the  community. 
Support  from  the  Hunterdon  School  of  Pub- 
lic Health  Endowment  Eund  has  allowed  us 
to  start  our  lead  poisoning  patient  health 
education  and  sickle  cell  screening  programs; 
funds  from  the  New  Jersey  Chapter  of  the 
Arthritis  Foundation  help  to  maintain  the 
clinic  for  arthritic  patients;  the  Independent 
Oddfellows  and  Rebekahs  of  New  Jersey 
fund  our  New  Jersey  Eye  Bank;  the  New 
Jersey  Lions  support  our  retinal  clinic;  emer- 
gency lead  screening  was  assisted  by  the  Schu- 
mann Foundation,  Wallace-Eljabar,  and  Vic- 
toria Foundation;  the  Kiwanis  Club  of 
Newark  donated  equipment  to  our  renal  clin- 
ic, to  name  just  a few. 

Further,  private  funding  has  allowed  us  to 
attract  quality  faculty  members  and  physi- 
cians, who,  in  turn,  recruit  others  who  are 
leaders  in  their  respective  fields,  thereby  up- 
grading the  quality  of  our  institutions. 
Presently  these  sources  include  the  Johnson 
and  Johnson  Associated  Industries  Fund, 


American  Cancer  Society  and  its  New  Jersey 
Division,  and  the  TB-Respiratory  Disease  As- 
sociation of  New  Jersey. 

Another  noteworthy  endowment,  from  an 
anonymous  donor,  helped  us  to  upgrade  the 
social  services  department  at  Martland  Hospi- 
tal. This  substantial  grant  provided  for  five 
professional  social  siqjervisors  for  the  depart- 
ment and  allow’ed  us  to  move  into  rehabilita- 
tion and  prevention,  and  an  over-all  smoother 
operation  of  social  services  at  the  hospital. 

All  told,  private  sector  funding  has  totaled 
millions  of  dollars  during  the  history  of  the 
College  and  has  been  truly  remarkable  in 
establishing  CMDNJ  as  a viable  force  in  the 
academic  world,  the  community,  and  the 
state. 


Disclosure  Policy  of 
Social  Security  Administration 

Current  regulations  now  permit  the  Di- 
vision of  Disability  Determinations  to 
disclose  medical  evidence  to  other  agen- 
cies or  representatives  of  the  applicant 
which  were  previously  excluded  from  ob- 
taining such  evidence. 

The  consent  of  the  applicant  and  the 
source  providing  the  medical  evidence 
will  be  necessary  before  the  evidence 
can  be  disclosed. 

Everything  possible  will  be  done  to 
safeguard  the  privacy  and  confidentiality 
as  previously,  and  under  no  circum- 
stances will  disclosure  be  permitted  if  it 
could  be  harmful  or  to  the  disadvantage 
of  the  applicant;  nor  will  information 
be  disclosed  directly  to  the  applicant. 

If  you  wish  further  infonnation,  please 
communicate  with  Eric  H.  "Wolf,  M.D., 
Medical  Director,  Division  of  Disability 
Determinations,  1100  Raymond  Boule- 
vard, Room  302,  Newark,  New  Jersey 
07102.  (telephone— 20 1 -648-2527) 
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each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

C23%  alcohoO No.  2 Extentab 

hyoscyamine  sulfate  0.1037  mg.  0.1037 mg.  0.3111  mg. 

atropine  sulfate  0.0194  mg.  0.01 94  mg.  0.0582  mg. 

hyoscine  hydrobromide  0.0065  mg  0.0065  mg.  0.01 95  mg. 

phenobarbital  (Kgr.)l6.2mg  C!^grJ324mg  [%gr.)48.6mg 

(warning:  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma;  renal  or  hepatic  disease:  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy):  or 
hypersensitivity  to  any  of  the  ingredients 

/I'H'DOBINS  A H Robins  Company.  Richmond  Virginia  23220 


Calcium  pantothenate 
Ascorbic  acid  (Vitamin  C)  300  mg 


2 ways  to  provide  o doily 
Iheropeulic  supply  of  VilominCs 
15  boked  pololoes  (skins  andall!) 

or  one  copsule  of 
Allbee  wilhC 

About  20  mg.  Vitamin  C in  one  baked  potato  (21/2"  diameter). 


/I'H'I^OBINS 


To  many  people  the  evening  meal  just 
isn’t  complete  without  potatoes.  But 
your  patient  would  have  to  eat  1 5 of 
them  (skins  and  all!)  to  get  as  much 
Vitamin  C as  is  contained  in  just  one 
Allbee  with  C capsule  taken  daily.  A 
bottle  of  30  (month’s  therapeutic  dose) 
supplies  as  much  ascorbic  acid  as  450 
potatoes,  plus  full  therapeutic  amounts 
of  the  B-complex  vitamins.  Forthe 
patient  who  is  counting  calories,  Allbee 
with  C is  small  potatoes  because  the  B’s 
and  C are  water  soluble.  Consider  the 
number  of  calories  in  1 5 potatoes,  not 
to  mention  the  mountain  of  butter  and 
sour  cream.  Albee  with  C is  avail- 
able at  pharmacies  in  the  handy 
bottle  of  30  and  the  economy 
size  of  100  on  your  prescrip- 
tion or  recommendation. 


A.  H.  Robins  Company, 
Richmond,  Va.  23220 


PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

The  following  physicians  have  written 
to  the  Executive  Office  of  MSN]  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  iVew  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physician.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 


INTERNAL  MEDICINE—  T.  N.  Paul,  M.D.,  2900  South 
Lincoln  Avenue,  North  Riverside,  Illinois  60546.  Cal- 
cutta 1954.  Board  eligible.  Subspecialty,  endocri- 
nolog)'.  Group,  solo,  or  hospital.  Available. 

Jae  Young  Lee,  M.D.,  3405-llS  Wayne  Avenue, 
Bronx,  New  York  10467.  Pusan  (Korea)  1968.  Board 
eligible.  Hospital,  solo,  or  group.  Available  July 
1973. 

OBSTETRICS-GYNECOLOGY— W.  Kim,  M.D.  7911  De- 
troit Avenue,  Cleveland  44102.  Seoul  1961.  Board 
eligible.  Group,  associate,  solo,  institution.  Available 
July  1973. 

Thomas  C.  Tsai,  M.D.,  3990  Bronx  Boulevard,  Apt. 
6D,  Bronx,  New  York  10466.  Taipei  (Formosa) 
1967.  Board  eligible.  Group  or  partnership.  Availa- 
ble July  1973. 

Wu-Hsiung  Yang,  M.D.,  40  East  Sidney  Avenue,  Apt. 
lOL,  Mount  Vernon,  New  York  10550.  Taipei  (For- 
mosa) 1966.  Board  eligible.  Group  or  solo.  Available 
July  1973. 

Allan  Zarkin,  M.D.,  566  First  Avenue,  New  York 
10016.  Chicago  1963.  Board  eligible.  Partnership. 
Available. 

ORTHOPEDICS—  R.  Loyde  Haney,  M.D.,  214  East  30th 
Street,  New  York  10016.  Miami  1964.  Board  eligible. 
Solo,  partnership,  or  group.  Available  July  1973. 

Kraisorn  Punjasthitkul,  M.D.,  30  Tuers  Avenue, 
Jersey  City  07306.  Eaculty  of  Medicine  (Thailand) 
1965.  Solo  or  partnership.  Available  July  1973. 

OTOLARYNGOLOGY—  Stefan  A.  Jucincki,  M.D.,  20 
Cedar  Street,  Taunton,  Massachusetts  02780.  War- 
saw (Poland)  1959.  Board  certified.  Group  or  asso- 
ciation. Available  June  1973. 

PEDIATRICS— Joh  W.  Kim,  M.D.,  1770  Grand  Con- 
course, Apt.  1-L,  Bronx  01457.  Pusan  (Korea)  1965. 
Board  eligible.  Group,  partner,  or  solo.  Available 
July  1973. 

Paul  Avondoglio,  M.D.,  42-30  Hampton  Street,  Elm- 
hurst, New  York  11373.  SUNY  (Downstate)  1969. 
Board  eligible.  Group  or  partnership,  .\vailable 
July  1973. 

Chun  H.  Lu,  M.D.,  647  Albany  Avenue.  Apt.  1-E, 
Brooklyn,  New  York  11203.  Tai-Wan  1965.  Board 
eligible.  Group,  partnership,  association.  .Available 
July  1973. 


Yun  Chul  Pak,  M.D.,  1533  Townsend  .Avenue,  Apt. 
4-H,  Bronx,  New  York  10-452.  Cho-Nam  University 
(Korea)  1965.  Board  eligible.  Group,  solo,  or  as- 
sociate. Available  July  1973. 

Yong-Ho  Shin,  M.D.,  3081  Edwin  Avenue,  Fort  Lee 
(NJ)  07024.  Korea  1964.  Board  eligible.  Group  or 
partnership.  Available. 

Nursel  Eryilmaz,  M.D.,  14235  Triskett  Road,  Apt. 
202,  Cleveland  44111.  Ege  University  (Turkey)  1964. 
Board  eligible.  Group  or  hospital.  Available  July 
1973. 

RADIOLOGY — Nurettin  Eryilmaz,  M.D.,  14235  Tris- 
kett Road,  Apt.  202,  Cleveland  44111.  Ankara  Uni- 
versity (Turkey)  1955.  Board  certified.  Group  or 
hospital.  Available  July  1973. 

Sudan  Deuskar,  M.D.,  1567  McGregor  Avenue,  Mont- 
real 109,  P.Q.,  Canada.  Bombay  (India)  1968. 
Board  eligible.  Group,  associate,  partnership.  Avail- 
able July  1973. 

SURGERY — Ashwin  Mehta,  M.D.,  Church  Homes  Hos- 
pital, 100  North  Broadway,  Baltimore  21231.  Baroda 
(India)  1960.  Board  eligible.  Eull  time  hospital  or 
institution.  .Available  July  1973. 

P.  L.  Puri,  M.D.,  1011  New  Hope  Street,  Apt.  20A, 
Norristown,  Pennsylvania  19401.  New  Delhi  1964. 
Board  eligible.  Group  or  Partnership,  with  or  with- 
out general  practice. 

Lun-Hwa  Yeh,  M.D.,  350  West  51st  Street,  Apt.  6G, 
New  York  10019.  Taipei  (Eormosa)  1966.  Board 
eligible.  Institution,  group,  partnership  or  solo. 
Available  July  1973. 


Methadone  for 
Heroin  Addiction 

FDA  plans  to  sanction  increased  use  of 
methadone  as  a substitute  for  heroin.  Mainte- 
nance treatment  of  patients  18  years  and  old- 
er with  oral  dosage  forms  of  methadone  will 
be  available  at  about  450  drug  addiction  cen- 
ters throughout  the  United  States.  Each  cen- 
ter is  being  inspected  by  health  officials  and  is 
subject  to  FDA  approval. 


To  control  illicit  traffic  in  methadone,  the 
drug  will  be  available  only  in  approved  cen- 
ters and  hospital  pharmacies.  Accurate  rec- 
ord-keeping for  the  drug  will  be  required. 
These  restrictions  do  not  prohibit  use  of 
methadone  in  the  treatment  of  severe  pain  or 
for  detoxification  of  addicts  in  hospitals. 


Methadone  taken  by  mouth  prevents  heroin 
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Rubella 


uilhdiinval  symptoms  and  controls  the  in- 
tense desire  or  need  for  heroin.  Addicts  who 
stay  on  methadone  maintenance  programs 
are  often  al)le  to  return  to  a normal  life 
pattern. 

FD.\’s  decision  was  made  after  consultation 
with  the  National  Institute  of  Mental  Health 
and  the  Justice  Department’s  Bureau  of  Nar- 
cotics and  Dangerous  Drugs,  and  was  en- 
dorsed Ity  7 he  Special  Action  Office  for  Drug 
.\buse  Prevention  of  the  \V’hite  House.  FDA 
also  had  the  advice  and  opinion  of  many 
other  groups,  such  as  the  AM.\’s  Council  on 
Mental  Health.  The  consensus  is  that  current 
evidence  is  sufficient  to  permit  its  use  for 
narcotic  addiction  in  adults. 


Communicable  Diseases 
in  New  Jersey 

The  following  communicable  diseases  were 
reported  to  the  Division  of  Laboratories  and 


Epidemiology  during 

February 

and  March 

1973; 

1973 

1972 

February 

February 

Aseptic  Meningitis 
Primary  Encephalitis 

5 

9 

1 

1 

Hepatitis:  Total 

189 

308 

Infections 

148 

222 

Serinn 

41 

~86 

Malaria:  Total 

1 

1 

Military 

0 

1 

C'.i\  ilian 

1 

0 

Meningococcal  meningitis 

3 

8 

Mumps 

169 

82 

German  measles 

158 

32 

Measles 

9 

74 

Salmonella 

57 

58 

Shigella 

34 

13 

1973 

1972 

March 

March 

.Aseptic  Meningitis 

19 

6 

Primary  Ence[)halitis 

0 

2 

Post -It)  feet  ions  Encephal 

litis  0 

3 

Hepatitis:  Total 

308 

428 

Infections 

257 

325 

Serum 

51 

103 

•Malaria:  Total 

0 

1 

Military 

0 

1 

C:i\  ilian 

0 

0 

■Meningococtal  meningitis 

7 

6 

Mumps 

202 

160 

German  measles 

619 

95 

Measles 

25 

1,50 

Salmonella 

1 1 1 

88 

Shigella 

62 

37 

Several  months  ago  ^\■e  commented  on  the 
apparent  change  of  rubella  epidemiology  as 
seen  in  outbreaks  during  the  1971-72  school 
year.  (See  The  Journal  of  The  Medical  Soci- 
ety of  New  Jersey,  Vol.  70,  No.  2,  February 
1973,  p.  144)  The  trend  noted  in  that  paper 
has  continued  and,  in  fact,  as  of  April  1, 
1973,  it  seems  to  be  accelerating.  Thus  far,  in 
the  1972-73  school  year,  there  have  been  10 
additional  outbreaks  of  rubella,  9 of  which 
tvere  in  junior  and  senior  high  school  popu- 
lations. Only  one  outbreak  began  in  an  ele- 
mentary school — where  the  vaccination  levels 
were  poor,  about  55  per  cent.  After  rubella 
started  in  this  elementary  school  it  sjjread 
upward  into  the  junior  and  senior  high 
school  populations. 

During  March,  1973,  most  rubella  activity  oc- 
curred in  Ocean  County.  Because  the  out- 
breaks were  widespread  in  that  county,  a 
systematic  immunization  program  has  been 
begun  for  all  elementary  school  children. 

The  jtolicy  of  immunizing  elementary  school 
children  in  communities  where  junior  and 
senior  high  school  outbreaks  are  occurring 
rests  on  the  following  premises:  most  junior 
and  senior  high  school  outbreaks  tend  to  be 
short-lived;  and  they  do  not  appear  to  consti- 
tute too  much  of  a risk  to  pregnant  women. 
It  seems  inappro]jriate  to  risk  inadvertently 
vaccinating  a pregnant  girl  in  a junior  or 
.senior  high  .school  during  a mass  vaccination 
program.  It  is  important  to  stop  anv  signifi- 
cant spread  of  rubella  to  an  elementary 
school.  Mothers  of  elementary  school  chil- 
dren are  the  most  likelv  group  in  a communi- 
ty to  be  in  the  childbearing  years.  4Vomen 
who  develop  rttbella  during  pregnancy  usual- 
ly actiuire  the  disease  from  their  elementary 
school-age  children.  The  maximum  amount 
of  ])rotection  can  be  allorded  to  pregnant 
\vomen  with  the  minimum  risk  by  confining 
immunization  elforts  to  elementary  school 
( hildi  en. 
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Screening  Children 
Under  Medicaid 

The  New  Jersey  Health  Services  Program 
(Medicaid)  is  actively  implementing  a pro- 
gram that  will  encourage  all  eligible  children 
to  enter  the  mainstream  of  medicine.  The 
program,  known  as  Early  Periodic  Screening, 
Diagnosis,  and  Treatment  (EPSDT),  is  being 
developed  in  response  to  a federal  mandate 
that  requires  states  to  take  aggressive  steps  to 
screen,  diagnose,  and  treat  children  under 
twenty-one  years  of  age. 

It  is  the  philosophy  of  the  New  Jersey  Medi- 
caid Program  that  children  under  the  care  of 
physicians  should  not  be  diverted  from  the 
mainstream  of  medicine  to  separate  “screening 
facilities.’’  Rather,  we  believe  that  eligible 
children  not  utilizing  medical  services  should 
be  identified  and  inducted  into  the  main- 
stream of  medicine. 

I'herefore,  the  Division  of  Medical  .\ssistance 
and  Health  Services  is  currently  identifying 
Medicaid  children  not  utilizing  health  serv- 
ices for  referral  to  physicians  and  existing 
medical  facilities.  We  urge  all  physicians  to 
accept  Medicaid  children  referred,  not  only 
for  initial  complete  physical  examinations  but 
for  total  continuing  medical  supervision  in- 
cluding vision,  hearing  and  dental  evaluation, 
referring  when  necessary.  Reimbursement,  as 
is  customary,  is  commensurate  with  existing 
procedural  codes  according  to  services  ren- 
dered. 

Your  dedication  to  the  health  needs  of  our 


children  is  recognized.  .\cc:omjjanying  this  are 
the  basic  recpiirements  of  a comprehensive 
jMogram  lor  Early  and  Periodic  Screening, 
Diagnosis,  and  Ereatment  as  approved  by  the 
Eecleral  government: 

1.  A (onipletc  medical  lu.slory  including: 

Medical: 

a.  Pre-natal,  birth,  and  post-natal  historv 
I).  Growth  and  development 

c.  Feeding  history 

d.  Past  medical  history  including  illnesses,  hospital- 
ization, childhood  diseases,  and  allergies 

e.  Immunization 

f.  Behavior  history 

g.  Systemic  review 

Social: 

a.  Social  and  family  history 

2.  .-\ssessment  of  physical  growth 

.S.  nevelopmental  assessment  (physical  and  mental)  : 
a.  Evaluation  of  adaptive,  social,  motor,  and  s|)eech 
development,  plus 

h.  .Assessment  of  language  development,  or 

c.  l)en\er  Developmental  Test 

-1.  Pre-exandnation  screening: 

a.  A'ision  screeinng,  appropriate  method  lor  age  (Holt, 
Snellen,  ritmuss) 

h.  Hearing  screening,  appropriate  method  for  age 
c.  Tuherculin  Test 

5.  .-\  complete  physical  examination  hy  a ph\sici;ni 
G.  Laboratory  screening,  as  indicated: 

a.  Hemoglobin/Heniatocrit  hy  one  year  of  age 
h.  Four-test  dipstick  urine  screening  or  routine  uri- 
nalysis: microscopic  hy  two-three  years. 

c.  Sickle-cell  test  after  six  months  of  age  where  aj)- 
propriate.  This  should  not  he  repeated  if  a valid  test 
lias  been  previously  done.  Referral  for  Hemoglobin 
Electrophoresis,  if  screening  is  positive. 

d.  Lead  screening 

e.  Refer  for  0\'.\  parasites  on  children  recently 
moved  from  Puerto  Rico 

f.  Refer  for  other  tests 

7.  Asse.ssment  of  immunization  status  aiul  updating 
immunizations 

8.  Dental  Screening 

9.  Referral  of  all  abnormalities  for  further  ditignosis 
and  treatment. 


The  Old  Helping 

Many  of  the  younger  doctors  do  not 
know  that  there  exists  in  our  state  a 
unique  helping  hand  organization, 
known  as  the  Society  for  the  Relief  of 
the  Widows  and  Orphans  of  Medical 
Men  in  New  Jersey.  This  organization 
provides  immediate  financial  assistance 


Hand  Organization 

to  the  dependents  of  a deceased  mem- 
ber. It  lends  money  without  interest  to 
assist  widows  and  orphans  of  doctors 
who  have  known  adversity. 

For  details,  write  to  the  Society  at  P.O. 
Box  95,  Belleville,  New  Jersey. 


ii;^ 
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Therapeutic  Drug 
Information  Center 

The  New  Jersey  Regional  Pharmaceutic  and 
Therapeutic  Drug  Information  Center  is  a 
project  of  the  New  Jersey  Regional  Medical 
Program.  The  Center  serves  as  a source  of 
information  on  specific  problems,  articles, 
and  reports  concerning  pharmaceutic  and 
therapeutic  information.  Updated  informa- 
tion and  a specialized  library  maintained  by 
the  Center  contain  complete  information 
about  U.S.,  foreign,  investigational,  and  pro- 
prietary drugs,  including  their  identification, 
availability,  interactions,  compatibility,  side 
effects,  dosage,  adverse  reactions,  etc.  The 
Center  is  staffed  by  specially  trained  pharma- 
cists, and  Walter  Modell,  M.D.,  Professor  of 
Pharmacology,  Cornell  Medical  College, 
serves  as  pharmacologist  consultant.  Jack  M. 
Rosenberg,  Pharm.D.,  is  the  project  director. 
The  service  is  provided  free,  open  seven  days 
per  week,  and  is  available  at  a local  tele- 
phone number  (201)  445-4900,  Ext.  304.  To 
date,  over  1,500  cpiestions  have  been  received 
by  the  Center,  the  majority  from  physicians. 
Below  are  four  cjuestions  and  answers  han- 
dled l)y  the  Center  this  past  month 

Qiiestion:  Will  there  be  a clinically  significant  inter- 
action if  I.ibrium  and  Elavil  are  given  concomi- 
tantly? 

Answer:  According  to  Hansten’  additive  sedative 

or  enhanced  atrophine-like  effects  may  occur  with 
concomitant  use  of  chlordiazepoxide  (Librium)  and 
a tricyclic  antidepressant  (Elavil)  . 

Kline^  states  that  it  is  safe  to  comitine  chlordiazepox- 
ide with  tricyclic  antidepressants.  It  should  be  noted 
that  there  is  a commercially  available  product  in 
Europe  called  Limitrol,  which  is  a combination  of 
chlordiazepoxide  5 mg  and  amitriptyline  12.5  mg. 

References:  1.  Elansten,  P.D.:  Drug  Interactions,  Lea 
& Eebiger,  Philadelphia,  1971,  p.  185 

2.  Kline,  N.W.:  (Questions  8:  Answers) 

JAMA  210:1928.  '(1969) 


207th  Annual  Meeting 
May  12-15,  1973 
Chalfonte-Haddon  Hall 
Atlantic  City 


Qiiestion:  Do  you  have  any  information  concerning 
the  use  of  diethylstibestrol  as  a postcoital  contracep- 
tive? 

Answer:  A study  by  Kuchera'  presents  the  follow-up 
findings  in  1000  women  of  child-bearing  age  who  were 
given,  within  72  hours  of  sexual  exposure,  25  mg  of 
diethylstilbestrol  twice  a day  for  5 days.  No  preg- 
nancies resulted.  The  study  indicated  that  45.2  per 
cent  of  the  women  had  virtually  no  side  effects  and 
those  who  did  experience  effects  reported  no  serious 
ones.  It  should  be  noted  that  this  study  emphasized 
that  this  is  an  emergency-type  treatment,  and  should 
not  be  used  as  a routine  contraceptive  agent. 

Reference:  1.  Kuchera,  L.:  JAMA,  218:562-563,  (Oct. 
25)  1971 

Question:  Do  you  have  any  information  concerning 
the  relative  effectiveness  of  influenza  virus  vaccine 
given  in  a dose  of  0.1  ml  intradermally  as  compared 
to  1.0  ml  subcutaneous? 

Answer:  Saslaw,  et  al.  h - reported  that  0.1  ml.  of  in- 
fluenza virus  vaccine,  polyvalent,  given  by  the  intra- 
dermal  route,  resulted  in  an  antibody  response  com- 
parable to  that  obtained  with  1.0  ml.  of  the  same  vac- 
cine given  subcutaneously.  A study  by  EichofP,  how- 
ever, states  that  the  weight  of  evidence  appears  to 
favor  the  concept  that  total  anigenic  mass  is  the  critical 
determinant  of  serological  response.  0.1  ml.  intraderm- 
ally cannot  be  made  equivalent  to  1.0  ml.  regardless 
of  the  route  of  administration.  The  American  Hospital 
Formulary  Service'  states  that  antibody  response  to 
intracutaneous  injection  of  0.1  ml.  of  influenza  poly- 
valent vaccine  is  appreciable,  but  is  not  as  high  as 
that  resulting  from  subcutaneous  injection  of  1 ml. 
Intracutaneous  injection  of  0.1  ml.  may,  however,  be 
advantageous  in  vaccinating  small  children,  and  in 
the  conservation  of  vaccine  during  epidemics.’ 

References:  1.  Saslaw,  S.,  et  al.:  Am  J.  Med  Sci,  248:273 
(September  1964) 

2.  Saslaw,  S.,  et  al.:  Am  J.  Med  Sci,  251:195 
(February  1966) 

3.  Elcboff,  T.  C.:  J Infec  Dis,  123:446 
(April  1971) 

4.  American  Hospital  Formulary  Service, 
American  Society  of  Hospital  Pharma- 
cists, Washington,  D.C.,  1972 

Question:  Do  you  have  any  information  on  recom- 
mended dosages  of  penicillin  used  to  treat  early 
syphilis? 

Answer:  Drugs  of  Choice  1 970-7 H states  that  early 
syphilis  can  be  treated  adequately  with  6 million  units 
of  procaine  penicillin  G given  in  divided  daily  doses 
over  a period  of  8 to  10  days.  Intramuscular  benza- 
thine penicillin  G,  2.4  to  4.8  million  units,  can  be 
given  in  2 injection  sites  (half  in  each  buttock)  and 
has  the  advantage  of  providing  effective  therapy  after 
a single  treatment. 

The  New  York  City  Health  Department  recom- 
mends the  use  of  4.8  million  units  of  benzathine  peni- 
cillin G.  The  drug  is  administered  intramuscularly  in 
a regimen  of  two  2.4  million-unit  injections  given  one 
week  apart." 

References:  1.  Modell,  W.:  Drugs  of  Choice  1970-1971, 
.St.  Louis,  Mosby,  1970,  pp.  165-166 

2.  Health  Department,  City  of  New  York, 
personal  communication. 

3.  New  Jersey  Department  of  Health,  per- 
sonal communication,  January,  1973 
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ANNOUNCEMENTS 


Seminar  on  Ethics  in  Biomedical  Sciences 

The  College  of  Medicine  and  Dentistry  of 
New  Jersey  announces  the  last  of  the  “Pres- 
ident’s Seminars’’  on  ethics  in  biomedical 
sciences.  These  are  made  possible  by  a special 
grant  from  Merck  and  Company  of  Rahway. 
Sessions  will  be  held  at  the  Rutgers  Medical 
School,  CMDNJ,  University  Heights  Campus, 
Piscataway,  on  May  9 and  30. 

May  9 (7  p.m.)  Definition  of  Death 

Roljert  M.  Veatch,  Ph.D. 
Institute  of  Society,  Ethics,  and 
the  Life  Sciences 

May  30  (5  p.m.)  World  Health  Organization  and 
Mental  Health 
T.  Adeoye  Lambo,  M.D. 

World  Health  Organization 

A question  and  answer  period  will  follow 
each  presentation.  Further  information  may 
be  obtained  by  writing  to  the  College  of  Med- 
icine and  Dentistry,  100  Bergen  Street, 
Newark  07103. 

Psychiatric  Graduate  Programs 

Fair  Oaks  Hospital  in  Summit,  in  cooperation 
with  the  Academy  of  Medicine  of  New  Jersey, 
has  arranged  the  following  programs  in  a 
series  on  continuing  education  in  psychiatry: 

May  16  Existential  Psychiatry 

Donald  H.  Gent,  M.D. 

May  24  Family  Therapy 

Jay  W.  Fidler,  M.D. 

Sessions  are  held  at  the  hospital,  19  Prospect 
Street,  Summit,  and  convene  promptly  at  3 
p.m.  Further  information  may  be  obtained 
from  Granville  L.  Jones,  M.D.,  Director  of 
Research  and  Education  at  the  hospital. 

Radiologic  Seminars 

Rutgers  Medical  School  (CMDNJ)  an- 
nounces the  last  in  its  series  of  seminars  in 
radiology; 

May  16  Head  and  Neck  Cancer 

Patrick  j.  O’Kelley,  M.D. 

St.  Peter’s  General  Hospital 


Session  convenes  at  5 p.m.  in  Link  Room  203 
at  the  Basic  Science  Building,  Rutgers  Medi- 
cal School,  New  Brunswick — no  fee.  Further 
information  may  be  obtained  by  writing  to 
Charles  P.  diLiberti,  M.D.,  Raritan  Valley 
Hospital,  257  Greenbrook  Road,  Green 
Brook,  New  Jersey  08812. 

Trauma  Course  in  Southern  New  Jersey 

The  .'American  College  of  Emergency  Physi- 
cians and  the  New  Jersey  Committee  on 
Trauma  of  the  American  College  of  Surgeons 
announces  its  fourth  annual  symposium  for 
emergency  department  personnel.  The  pro- 
gram is  scheduled  for  November  8 and  9, 
1973  at  the  Cherry  Hill  Inn,  Cherry  Hill, 
New  Jersey,  and  is  designed  to  interest  nurses, 
jjaramedics,  and  administrators  as  well  as 
the  physician  engaged  in  the  practice  of 
emergency  medicine.  Registration  fee  is  $40 
until  October  15;  after  that  date  the  cost  is 
.S50.  Checks  should  be  made  payable  to 
“Trauma  Committee,  ACS’’  and  sent  to  Her- 
bert P.  MacNeal,  M.D.,  7 AVyndmoor  Drive, 
Convent  Station,  New  Jersey  07961.  Please 
make  your  hotel  reservations  directly  with  the 
Inn — 119  single  and  $28  double,  plus  tax. 


AMA  Convention  Registration  Fees 

Because  medical  students  and  hospital- 
staffed  interns  and  residents  are  eligible 
for  AM.\  membership,  either  directly 
or  through  local  societies,  the  AMA  will 
no  longer  register  and  admit  these  groujjs 
at  the  AM.\  conventions  as  non-members 
unless  they  pay  the  non-member  regis- 
tration fee — non-member  physicians  (in- 
cluding interns  and  residents) — $25;  non- 
member medical  students — $10;  and 
guests  of  non-members — $5.  There  is  no 
registration  fee  for  AMA  members  and 
their  guests. 
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LETTERS  TO 
THE  JOURNAL 


Remarkable  Similarity 


January  9,  1973 

Dear  Doctor  Davidson: 

Relerence  is  made  to  two  articles  which  I 
found  of  great  interest — “Sudden  Death  and 
Metaljolic  Derangement  in  Alcoholism  with 
Malnutrition’’  and  “Sudden  Death  in  Alcohol- 
ism.’’ The  first,  by  Nevins  and  Lyon,  ap- 
peared in  the  February  1972  issue  of  The 
Journal  of  The  Medical  Society  of  New  Jer- 
sey. The  .second,  unsigned,  appeared  in  the 
A ines/Di(ignosti(  a for  November  1972.  There 
is,  as  you  will  note,  a striking  similarity 
between  the  two  articles.  Since  our  Journal 
is  protected  by  copyright,  I wonder  if  there 
has  been  infringement  by  the  y\mes  Compa- 
ny. In  any  case,  the  propriety  of  publishing 
essentially  the  same  article  in  two  places 
might  be  cpiestioned. 

(signed)  Stephen  Van  D.  Chandler,  M.D. 


March  16,  1973 

Dear  Doctor  Davidson: 

I was  disturbed  by  your  letter  of  March  14 
concerning  the  similarity  between  an  article 
by  Dr.  Lyon  and  me  published  in  The  Jour- 
nal and  a related  one  a])pearing  in  AmesjDi- 
agnostica  later  the  same  year. 


institution.  It  was  my  impression,  therelore, 
that  an  anonymous  contribution  to  a journal 
of  this  type  woidd  not  constitute  an  unethical 
action.  Credit  was  therefore  neither  given  to 
me,  my  institution,  nor  to  your  publication. 

If,  in  fact,  this  is  a violation  of  copyright  then 
I regret  it  and  must  apologize  to  you.  On  the 
other  hand,  I really  do  not  think  the  same 
interpretation  should  apj)ly  as  to  the  situa- 
tion of  sending  identical  material  to  different 
established  journals  and  having  the  atithor’s 
credits  published  in  both. 

Nonetheless,  I regret  the  entire  incident  and 
hope  this  letter  of  explanation  trill  be  satis- 
factory to  your  purposes. 

(signed)  Michael  A.  Nevins,  M.D. 


Forced  Labor? 

Dear  Doctor  Davidson: 


15  March  1973 


Physicians  should  be  interested  in  an  item 
which  appeared  in  the  30  Jtme  1972  issue  of 
the  Newark  News.  “The  .\ppellate  Division  of 
the  Superior  Court  has  upheld  the  contempt 
conviction  of  a lawyer  who  reftised  a court 
assignment  (without  compensation)  to  rep- 
resent an  impoverished  defendant.  The  court 
cpioted  a precedent  stating  ‘any  right  to  com- 
pensation is  purely  statutory’  and  upheld  the 
lawyer’s  $50  fine.’’ 


ft  is  true  that  I consented  to  have  my 
manuscript  revised  and  reproduced  at  the  re- 
(jiiest  of  the  editors  of  Diagnoslica.  The  mate- 
rial differs  in  some  res]ject.s  from  that  pub- 
lished in  The  Journal,  but  it  is  true  that 
sul)slantial  jjortions  are  identical. 

W hen  considering  the  propriety  of  permit- 
ting publication  of  the  reviseti  manuscript,  I 
lell  that  this  was  justifiable  since  the  .Ames 
article  makes  no  reference  to  my  name  or 


This  judicial  verdict,  based  on  a previous  one 
reached  by  abstrtise  and  tortured  reasoning,  is 
equally  applicable  to  the  medical  profession, 
which  coidd  also  be  conscripted  into  forced 
labor,  unconstitutional  in  accordance  with 
.Article  XII 1,  Section  1,  prohibiting  involun- 
tary servitude.  .Although  Canada  functions 
under  another  form  of  government,  the  ac- 
tion taken  by  the  Premier  several  years  ago 
should  be  kejtt  in  mind. 

(signed)  Samuel  Berg,  M.D. 
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MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  ol  meetings,  write  to  the  society  or  hospital  listed. 


May 

8 Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury 
Hypoglycemic  Syndromes 

8 Academy  of  Medicine  of  New  Jersey 
Paul  Kimball  Hospital 

Lakewood 

Management  of  Renal  Failure 

9 Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  Hospital,  Paramus 
Medical  Problems  in  Anesthesiologj' 

9 Academy  of  Medicine  of  New  Jersey 
and  Mountainside  Hospital 
Mountainside  Hospital,  Montclair 
Exercise  Stress  Testing 

12-15  The  Medical  Society  of  New  Jersey 
Haddon  Hall,  Atlantic  City 
Annual  Meeting 

13  Academy  of  Medicine  of  New  Jersey 
Princeton  University,  Princeton 

Heavy  Particles  in  Radiation  Therapy 

15  Academy  of  Medicine  of  New  Jersey 
Mountainside  Hospital,  Montclair 

Thoracic  and  Cardiovascular  Cases 

16  Fair  Oaks  Hospital  and  Academy  of 
Medicine  of  New  Jersey 

Fair  Oaks  Hospital 
Summit 

Existential  Psychiatry 

16  Academy  of  Medicine  of  New  Jersey 
and  Mountainside  Hospital 
Mountainside  Hospital,  Montclair 
Arterial  and  Venous  Pressure  Monitoring 


16  Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  Hospital,  Paramus 

Lymphoproliferativc  Diseases 

22  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury 
Recent  Advances  in  Psychiatry 

23  Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  Hospital,  Paramus 

Medical-Surgical  Cardiology  Conference 

23  Academy  of  Medicine  of  New  Jersey 
and  Mountainside  Hospital 
Mountainside  Hospital,  Montclair 
Potpourri 

23  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 

Diabetic  Neuropathy 

24  Academy  of  Medicine  of  New  Jersey 
and  New  Jersey  Radiological  Society 
The  Hospital  Center  at  Orange 

Interesting  X-rays  of  the  Month 

24  Academy  of  Medicine  of  New  Jersey 
and  Fair  Oaks  Hospital 
Fair  Oaks  Hospital,  Summit 
Family  Therapy 

30  Academy  of  Medicine  of  New  Jersey 
and  Bergen  Pines  County  Hospital 
Bergen  Pines  Hospital,  Paramus 
Management  of  Shock 

30  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodburx' 
Mortality  Conference 
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30  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 
Difficult  Diabetic  Patient 

June 

6 Academy  of  Medieine  of  New  Jersey 
Rutgers  Medical  School,  Piscataway 
Annual  Awards  Dinner 

6 Academy  of  Medicine  of  New  Jersey 
and  Fair  Oaks  Hospital 
Fair  Oaks  Hospital,  Summit 
Psychosurgery  Today 

12  Aeademy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury 
Cardiology 

13  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury 
Lipid  Disorders 

19  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Hospital,  Woodbury 
Rheumatic  Diseases 

19  Associated  Eye  Residencies  of  New 
Jersey  and  Academy  of  Medicine  of 
New  Jersey 

Eye  Institute  of  New  Jersey 


Newark 

Neuro-Ophthalmology 

20  Academy  of  Medicine  of  New  Jersey 
and  the  Radiological  Society  of 
New  Jersey 

The  Hospital  Center  at  Orange 
Interesting  X-rays  of  the  Month 

20  Academy  of  Medicine  of  New  Jersey 
Rutgers  Medical  School 

New  Brunswick 

Radiobiology 

21  Academy  of  Medicine  of  New  Jersey 
and  Fair  Oaks  Hospital 

Fair  Oaks  Hospital,  Summit 
Family  Therapy 

26  Academy  of  Medicine  of  New  Jersey 
Warren  Hospital 
Phillipsburg 
Difficult  Diabetic  Patient 

26  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Memorial  Hospital 
Woodbury 
Topics  in  Cardiology 

28  Academy  of  Medicine  of  New  Jersey 
and  Underwood  Memorial  Hospital 
Underwood  Memorial  Hospital, 
Woodbury 
Mortality  Conference 


Limits  on  Drug  Advertising 


W.  R.  Barclay,  M.D.,  Assistant  Vice  President 
of  the  American  Medical  Association,  has 
said  that  the  AMA  reserves  the  right  to  reject 
drug  advertising  even  if  it  confonns  to  FDA 
regulations.  He  exj^lained  that  the  AMA  had 
accepted  the  FDA’s  authority  as  to  drug  ad- 
vertising when  it  was  promulgated  in  1968 
“after  determining  that  the  regulations  tvould 
provide  adequate  screening.’’  But,  added  Dr. 


Barclay,  the  AMA  reser\ed  the  further  right 
of  rejection,  not  only  to  drugs  but  to  other 
products  too,  “If  the  proposed  advertisement 
is  judged  to  be  in  poor  taste,  if  the  layout 
would  cause  confusion  with  the  editorial  con- 
tent of  the  journal,  or  if  the  advertisement  is 
for  a product,  service,  or  book  which  is  not 
covered  by  FDA  regulations  and  tvhich  does 
not  meet  .\M.\  standards  of  acceptability.’’ 
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Dr.  D.  John  Calabrese 

At  the  age  of  65,  D.  John  Calabrese,  M.D.,  a 
surgeon  from  Rochelle  Park,  died  on  March 
16,  1973.  He  was  graduated  from  Georgetown 
University’s  Medical  School  in  1933  and  was  a 
general  surgeon  who  had  been  affiliated  with 
St.  Mary’s  Hospital  in  Passaic.  Dr.  Calabrese 
was  a member  of  our  Bergen  County  Medical 
Society  and  a Fellow  of  the  American  Geria- 
trics Society. 

Dr.  Arthur  T.  Colley 

His  many  friends  will  be  saddened  by  the 
death,  following  heart  surgery,  on  February 
21,  1973,  of  Arthur  Truman  Colley,  M.D.  Born 
in  1905,  he  was  a native  of  Wilkes-Barre  and 
received  his  MD  degree  at  Jefferson  Medical 
College  in  1930.  He  served  as  a lieutenant 
colonel  during  World  War  II  and  then  be- 
came clinical  director  of  the  VA  Hospital  at 
Lyons,  New  Jersey.  Dr.  Colley  became  board- 
certified  in  neurology  and  psychiatry  and  after 
leaving  Lyons,  entered  private  practice  in 
Plainfield. 

Dr.  William  Cooperman 

Death  came  to  William  Cooperman,  M.D.,  on 
February  28,  1973,  at  the  age  of  73.  He  was  a 
family  doctor  of  the  old  school,  a 1923  alum- 
nus of  the  Jefferson  Medical  College,  and  had 
been  on  the  staff  of  St.  Michael’s  Medical 
Center  in  Newark.  He  was  active  in  organiza- 
tional work  for  our  Essex  County  Medical 
Society. 

Dr,  Francis  Guito 

On  February  17,  1973,  death  came  to  Francis 
J.  Guito,  M.D.,  at  the  age  of  56.  He  was  a 
1944  alumnus  of  Hahnemann  and  was  on  the 
staff  of  our  Jersey  Shore  Medical  Center.  Dr. 
Guito  was  the  Asbury  Park  School  Physician. 
He  was  a general  practitioner  with  a special 
interest  and  skill  in  obstetrics.  He  was  active 


in  organizational  affairs  in  our  Monmouth 
County  Medical  Society. 

Dr.  Ralph  K.  Hollinshed* 

On  March  27,  1973,  with  the  death  of  Ralpli 
K.  Hollinshed,  M.D.,  we  lost  one  of  the 
members  of  that  elite  group,  the  Fellows  of 
The  Medical  Society  of  New  Jersey — he  was 
the  151st  President  of  MSNJ.  Born  in  1884,  he 
was  a 1908  graduate  of  the  University  of 
Pennsylvania  Medical  College  and  settled  in 
Gloucester  County  to  establish  a practice  in 
internal  medicine.  He  became  board  certified 
in  that  specialty,  concentrating  in  the  field  of 
cardiology,  and  served  the  people  of  ^Vestville 
and  its  surrounding  community  for  many 
years  before  retirement  in  1960.  He  had  long 
been  chief  cardiologist  at  The  Cooper  Hospi- 
tal in  Camden.  In  the  1930’s  Dr.  Hollinshed 
was  a member  of  MSNJ’s  Board  of  Trustees, 
serving  two  terms  as  its  Chairman.  He  was 
elected  to  the  first  of  the  presidential  chairs  in 
1940,  and  was  President  in  1943-1944.  Dr. 
Hollinshed  was  a Fellow  of  the  American 
College  of  Physicians  and  the  American  Heart 
Association.  He  was  Secretary'  of  the  Glouces- 
ter County  Medical  Society  for  twelve  years, 
and  had  one  term  as  its  President. 

Dr.  Regina  R.  Kesler 

Born  in  1928,  Regina  R.  Kesler,  M.D.,  died 
on  March  29,  1973.  She  was  a Haiward  alum- 
na, class  of  1952,  and  did  her  graduate  work 
in  pediatrics,  in  which  field  she  became  a 
board  diplomate.  Dr.  Kesler  was  on  the  pedia- 
trics staffs  at  Valley  Hospital  in  Ridgewood 
and  the  Hackensack  Hospital.  She  was  promi- 
nent in  the  organizational  affairs  of  the  New 
Jersey  Section  of  the  American  Medical  Wom- 
en’s Association. 

Dr.  Joseph  M.  Kuder 

A 1918  graduate  of  Harvard  Medical  School, 
Joseph  M.  Kuder,  M.D.,  of  Moorestown,  New 
Jersey,  died  on  February  23,  1973,  at  the  age 
of  82.  A retired  surgeon,  he  was  long  on  the 

*See  editorial  comment  on  Dr.  Hollinshed’s  death, 
page  357  this  issue. 
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stall  ol  the  Burlington  Hospital  and  an  active 
inembei  ol  the  American  Society  of  .\ljdomi- 
nal  Surgeons.  He  was  involved  in  civic  affairs 
in  Burlington  County. 

Dr.  Gerald  I.  Kurtz 

On  .March  26,  1973,  at  the  age  of  60,  Gerald  I. 
Kurtz,  M.D.,  died  in  his  home  community  of 
Paterson.  He  rvas  an  otolaryngologist  with  a 
special  interest  and  skill  in  allergy.  Dr.  Kurtz 
^v’as  on  the  stalls  of  St.  Joseph’s  Hospital  in 
Paterson  and  the  Preakness  Hospital  in  Preak- 
ness.  He  was  active  in  the  affairs  of  the  Passaic 
County  Medical  Society. 

Dr.  Abraham  A.  Pansy 

M’ord  has  just  heen  received  of  the  death,  on 
December  14,  1972,  of  .\hraham  A.  Pansy, 
.M.D.,  a jrrominent  Middlesex  County  family 
practitioner.  For  many  years,  he  has  heen  on 
the  staff  at  St.  Peter’s  Hospital  in  New  Brun- 
swick. He  was  a 1912  Bellevue  graduate  and 
had  heen  the  school  physician  for  South  Riv- 
er, New  Jersey,  and  served  a tour  of  duty  as 
lhai  town’s  health  officer.  Dr.  Pansy  was  8,3 
\ ears  old  at  the  time  of  his  death. 

Dr.  James  W.  Parker 

Fhe  son  of  a former  slave,  James  W.  Parker, 
M.D.,  died  on  February  1.3,  1973,  at  the  age  of 
86.  He  was  a family  j>ractitioner,  associated 
with  most  of  the  hospitals  in  Monmouth 
(.ounty.  He  became  a member  of  the  New 
Jersey  State  Board  of  Education  and  was  a 
laureate  of  our  Golden  Merit  .Award  in  1965. 
In  1971,  he  won  a citation  from  the  Mon- 
mouth County  Chajjter  of  the  National  Con- 
lerence  ol  Christians  and  Jews.  .At  the  time  of 
his  death,  d'he  Ashury  Park  Press  commented 
that,  “Dr.  Parker  rose  from  humble  Ijegin- 
nings  to  become  one  of  the  most  highly  re- 
spected and  beloved  civic  leaders,  physicians, 
and  humanitarians  in  New  Jersey.’’ 

Dr.  Henry  Reich 

ITis  many  Iriends  were  saddened  on  February 
11,  197.3,  with  the  death  that  day  of  Henry 


Reich,  AFD.  He  was  an  alumnus  of  Columbia 
University’s  College  of  Physicians  and  Sur- 
geons, class  of  1924.  Dr.  Reich  was  a well- 
known  northern  New  Jersey  surgeon.  He  tvas 
board  certified  in  his  field  and  was  Clinical 
Professor  of  Surgery  at  New  Jersey  College  of 
Medicine  and  Dentistry  in  Newark.  He  had 
been  associated  with  the  Beth  Israel  Hospital 
in  Newark  for  many  decades. 

Dr.  Frederick  Strauss 

One  of  our  state’s  pioneer  radiologists, 
Frederick  Strauss,  AI.D.,  died  on  the  last  day 
of  February,  1973.  He  was  born  in  Germany 
in  1908  and  received  his  M.D.  degree  at 
Frankfurt  in  1933.  He  served  on  the  staff  of 
Babies’  Hosjoital,  Presbyterian  Hospital,  Beth 
Israel  Medical  Center,  and  the  Eye  and  Ear 
Infirmarv  in  Newark,  and  the  East  Orange 
General  Hospital.  Dr.  Strauss  was  board  cer- 
tified in  radiology  and  was  a Eellow  of  the 
.American  College  of  Radiology. 

Dr.  Harold  M.  Stein 

On  March  2,  1973,  Harold  M.  Stein,  M.D.,  a 
tvell-known  Passaic  County  anesthesiologist, 
died.  He  had,  for  many  years,  been  active  in 
civic  affairs  in  Paterson,  having  served  as  po- 
lice surgeon,  school  physician,  and  city  physi- 
cian. Born  in  1905,  he  received  his  MD  degree 
at  Maryland  in  1926.  He  was  on  the  staff  of 
Barnert  Memorial  Hospital  and  a Fellow  of 
the  American  College  of  Anesthesiologists. 

Dr.  Bernard  Wayman 

A former  Trenton  resident,  Bernard  AVay- 
man,  M.D.,  died  at  his  home  in  Morrisville, 
Pennsylvania,  on  March  13,  1973.  He  was  just 
seventy  years  old  at  the  time  of  his  death. 
Before  moving  across  the  Delatvare  River, 
where  he  was  associated  in  a multi-specialty 
group,  he  practiced  for  many  years  in  Tren- 
ton. A board  certified  radiologist,  he  was 
formerly  on  the  staff  of  the  St.  Francis  Hospi- 
tal in  Trenton.  Dr.  AVayman  was  a graduate 
of  the  Jefferson  Medical  College,  class  of 
1930. 
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Understanding  Laboratory  Medicine.  Camillo  V. 
Bologna,  M.D.,  Saint  Louis,  Mosby,  1971.  Pp.  259. 
($9.80) 

Tiiis  first  edition  reviews  laltoralorv  medicine  for  the 
paramedical  who  must  assist  the  physician  in  making 
diagnoses. 

Certain  classical  textbooks  of  laboratory  methods  for 
making  clinical  diagnosis  have  been  reference  sources 
for  medical  sindents  for  many  years.  Each  physician 
can  recall  his  favorite  used  during  his  basic  science 
years.  Dr.  Bologna  has  used  these  texts  to  extract  and 
produce  a simplified  manuscript  for  use  by  all  students 
who  are  learning  how  to  recognize  the  need  for  and  to 
interpret  the  results  of  basic  laboratory  testing. 

The  text  is  sectioned  by  systems:  the  germ  layers, 
blood,  bilirubin,  metabolism  and  liver  function.  urinaiT 
tract,  hormones,  enzyme  studies,  and  cell  structure 
abnormalities.  A summary  of  services  performed  by 
the  pathologist  and  a glossarv  of  common  terms  com 
ptctc  the  thesis.  Future  editions  are  anticipated  with 
the  usual  corrections,  additions,  and  deletions. 

Mosby  and  Dr.  Bologna  have  succeeded  in  printing  and 
publishing  a well-structured  book. 

Harry  M.  I’oppick,  M.D. 


A World  To  Care  For:  The  Autobiography  of  How- 
ard A.  Rusk,  M.D.  New  Yorit,  Random  House,  1972. 
Pp.  328  ($7.95) 

The  game  that  an  inscrutable  fate  often  plays  with 
the  lives  of  men  has  never  been  better  exemplified 
than  in  the  remarkable  career  of  Howard  Rusk.  .Ap- 
parently destined  to  the  tranquil  existence  of  an  in- 
ternist in  his  home  state  of  Missouri,  Rusk  found 
himself,  instead,  catapulted  by  AVorld  AVar  II  into  an 
influential  circle  of  generals  and  statesmen.  In  this 
case,  at  least,  fate  proved  to  be  kind  for  Dr.  Rusk  was 
encouraged  to  apply  his  youthful  \igor  and  ingenuitv 
to  the  difficult  task  of  preparing  injured  and  (lisabled 
\eterans  to  resume  a useful  place  in  socictv.  For- 
tunately, also,  he  was  associated  with  the  fledgling 
but  already  powerful  .Air  Force,  untrammelled  by  the 
conservatism  which  hampered  the  outlook  of  the 
older  services.  With  the  help  of  General  .Arnold  and 
others.  Rusk  was  able  to  develop  centers  of  rehabili- 
tation throughout  the  country  which  proved  so  suc- 
cessful that  the  Army  and  Na\y  were  induced  to  fol- 
low his  scheme,  albeit  somewhat  reluctantly. 

Howard  Rusk  would  be  the  last  person  to  claim  that 
the  principle  of  total  rehabilitation,,  even  in  the  ex- 
panded form  which  has  made  his  name  famous  to 
thousands  of  physicians  as  well  as  to  a multitude  of 
grateful  patients,  represents  an  entirely  novel  con- 
cept. Every  student  of  medical  history  will  recall  the 
pleasantly  situated  sanctuaries  of  the  Asclepiads  where 
a regimen  of  diet,  physical  therapy  and  emotional  re- 
laxation anticipated  all  the  essential  elements  of  the 
Ruskian  design.  Among  his  contemporaries  Dr.  Rusk 
pays  suitable  acknowledgment  at  several  points  in 
the  book  to  the  contributions  of  our  own  Henry 


Kc*ssler,  who.  while  a N'aw  captain,  was  also  con- 
cerned with  the  resijonsibilities  of  rehabilitation. 

Many  among  us  will  remember  tbe  World  War  I ditty, 
“How're  vou  gonna  keep  them  down  on  the  farm 
after  they’ve  seen  I’aree?”  Having  seen  not  oidy 
I’aree  but  a great  deal  of  the  globe.  Howard  and  bis 
charming  wife,  Gladys,  made  the  momentous  post  war 
decision  not  to  return  to  .St.  I.ouis,  but  to  risk  it  in 
New  York  where  his  still-maturing  theories  on  re- 
habilitation could  hopefully  be  put  to  more  practical 
use.  AN'ith  his  vast  personal  magnetism.  Rusk  was  able 
to  attract  the  private  financial  support  needed  to 
make  a beginning.  Later  came  the  association  with 
the  Medical  Center  of  New  York  University  and  the 
founding  of  the  Institute,  now  the  major  establish- 
ment of  its  kind  in  America,  if  not  the  world.  From 
this  great  teaching  center  have  gone  hundreds  of 
trainees  to  carry  the  gospel  of  rehabilitation  to  all 
ends  of  the  earth. 

The  saga  of  Dr.  Rusk’s  travels,  his  interviews  with 
many  of  the  great  personalities  of  his  time,  the  grip- 
ping accounts  of  individual  cases  of  incredible  handi- 
caps overcome  by  equally  incredible  fortitude,  the 
pervading  sense  of  an  intimate  concern  for  the  woes 
of  humanity,  all  combine  to  make  this  book  one  to 
rekindle  the  spark  in  all  those  who  are  in  any  way- 
associated  with  the  healing  arts.  It  should  also  find 
a much  wider  audience  among  thoughtful  persons  for 
whom  foresight,  courage,  and  determination  still  have 
the  power  to  command  respect. 

Morris  H.  Saffron.  M.D. 


The  Truth  About  Vitamin  E.  Martin  Ebon.  New  York. 

Bantam,  1972.  Pp.  154.  ($1.25) 

This  paperback  calls  itself  a thoroughgoing,  unbiased 
analysis  of  A'itamin  E.  alpha  tocopherol.  T he  author 
describes  the  history  of  the  vitamin,  its  pioneers, 
dietary  sources,  and  clinical  usages. 

Among  the  benefits  allegedly  bestowed  are  those  in- 
volving the  reproductive  function,  incrca.scd  enjoyment 
of  sex  life,  improvement  of  anemias,  retardation  of 
arteriosclerosis,  postponement  of  aging,  correction  of 
protein  deficiencies,  prevention  of  phlebitis,  dissolution 
of  intravascular  clots,  trcatnieut  of  congestive  heart 
failure,  heart  attack,  congenital  heart  disease,  wrinkles, 
toxemia  of  pregnancy,  menopausal  symptoms,  emo- 
tional ills,  and  others.  The  author  compares  A’itamin 
E with  cortisone,  insulin,  penicillin,  and  polio  vaccine. 

To  explain  its  relative  lack  of  acceptance  by  the  medi- 
cal profession.  Ebon  blames  the  ,-\M.A  and  “.  . . the 
self-consciously  deliberate,  ritualistic  approach  in  medi- 
cine and  other  scientific  disciplines.”  In  addition,  he 
advises  his  readers  piously,  “don’t  <loctor  yourself.” 
But,  "you  may  well  have  to  educate  your  own  phvsi- 
dan  . . . you  may  have  to  switch  doctors.” 

The  approach  is  slanted  and  self-serving.  The  physi- 
ology and  pathology  are  medieval.  The  writing  is  full 
of  distortions,  twisted  meanings,  and  half-truths,  all 
giving  off  the  aroma  of  t|uackery.  For  example,  “keep- 
ing the  blood  voting,  fresh,  and  vital  is  the  first  step 
toward  over-all  good  health.” 

The  place  of  A’itamin  E in  medicine  may  as  vet  be 
uncertain.  This  book  does  it  no  good.  It  deserves  to 
be  on  no  shelf  anywhere.  Perhaps  the  best  place  would 
be  a warehouse  for  remaindered  works  awaiting  dis- 
integration and  recycling  into  something  useful. 

Leo  Lewin,  M.D. 
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Vasectomy,  Sex,  and  Parenthood.  Norman  Fleishman 
and  Peter  L.  Dixon.  Garden  City,  New  York,  Doubleday, 
1973.  Pp.  128  ($5.95) 

The  authors,  both  laymen  ami  both  vasectomized, 
have  written  a book  for  the  layman  interested  in 
vasectomy.  One  chapter  describes  a first-person  ex- 
perience in  the  doctor’s  office  during  the  vasectomy 
procedure,  while  the  third  chapter  is  written  by  the 
wife  of  one  author.  She  describes  the  peace  of  mind 
which  she  obtained  after  her  husband's  vasectomy, 
having  haef  four  unplanned  pregnancies  before  that. 
As  a result,  one  can  see  a very  beneficial  effect  on  any 
wife’s  emotionai  state,  which  probably  will  be  re- 
flected in  a happier  general  relationship  with  her 
husband  and  children,  and  iti  a more  relaxed  sexual 
atmosphere. 

Next  comes  the  best  chapter  in  this  short  book  which 
deals  with  answers  to  frequently  asked  questions; 
then,  a chapter  about  how  to  find  the  right  doctor  to 
do  the  procedure.  This  warns  about  not  being  satis- 
fie<l  with  an  initial  “no”  from  a particular  doctor. 
The  last  four  chapters  float  off  into  a social  discourse 
on  unwanted  children  and  world  over-population, 
using  the  beggars  in  India  as  an  illustration.  It  be- 
comes melodramatic,  even  for  the  lav  readers  who  arc 
trying  to  decide  whether  vasectomy  is  the  right  choice 
for  them. 

As  a book  for  tbe  lay  reader,  if  gives  a fairly  accurate 
introduction  to  the  sul)jcct,  followed  bv  a consider- 
able amount  of  proselytizing  for  the  procedure.  .Since 
the  first  64  pages  are  apparently  not  long  enough  to 
justily  a book,  another  43  pages  of  social  philosophy 
about  over  population  have  been  added  with  quota- 
tions by  Senator  Alan  Cranston  and  Arthur  Godfrey 
to  spruce  it  up. 

Recommend  the  first  part  to  your  patients,  but  warn 
them  that  the  average  fee  is  .$200  .52.50,  not  the  .5100 
stated  in  the  book.  Rut,  unless  you  are  thinking 
about  tbe  procedure  for  yourself,  don’t  bother  with 
the  book.  You  will  find  it  generally  unenlightening 
except  for  the  statistics. 

Robert  H.  Stackpole,  M.D. 


Pathology  of  the  Cerebral  Blood  Vessels.  William 

E.  Stehbens,  M.D.  St.  Louis,  Mosby,  1972.  Pp.  661. 

Illustrated.  ($44.50) 

Here,  indeed,  is  a comprehensive  treatise  on  diseases 
of  the  blood  vessels  supplying  the  brain  and  spinal 
cord.  Tbe  author  starts  with  an  exquisite  review  of 
the  anatomy  of  the  cerebral  vessels.  Choice  morsels 
such  as  “Phylogenetically,  the  posterior  cerebral  artery 
is  a branch  of  the  internal  carotid  artery.  In  30  per 
cent  of  brains  it  remains  a major  carotid  branch  on 
one  or  both  sides,  and  the  divisional  branch  of  the 
basilar  is  correspondingly  reduced  in  calibre.”  This  is 
backed  up  by  statistically  oriented  references  which 
abound.  The  unique  macroscopic  and  microscopic  fea- 
tures that  distinguish  the  cerebral  vessels  from  extra- 
cranial vessels  of  the  same  size  are  detailed  with  dis- 
cu,ssion  of  signicant  pathophysiology.  The  dissertation, 
with  illustrations,  on  atherosclerosis  is  replete  with 
factual  knowledge  and  points  out  how  little  is  known 
about  the  basic  lesions  of  this  universal  disease.  For 
the  internist  who  wishes  to  know  the  anatomic  facts 
of  thromboses,  embolism,  hemorrhage  (subdural, 
aneurysmal,  intracerebral,  due  to  rare  diseases  or, 
often,  unexplained)  the  book  is  a source  for  pictorial 
and  statistical  reference.  The  last  chapter  dealing  with 
epidemiology  includes  world  wide  statistics  on  death 


rates  lor  vascular  lesions  affecting  the  central  nervous 
system.  In  this  the  author  calls  for  improvement  in 
the  reliability  of  clinical  diagnosis.  So  often  clinical 
acumen  with  all  present-day  accessory  technics  leaves 
the  clinician  still  frustrated  by  the  imperriousness  of 
the  skull.  This  text  belongs  in  every  hospital  library 
for  residents  and  attending  staff  as  well  as  the  patholo- 
gists for  whom  it  will  remain  a treasured  reference 
for  years  to  come. 

Ira  S.  Ross,  M.D. 


Social  Change  and  Human  Behavior.  G.  V.  CoelHo 
aird  E.  A.  Rubenstein,  Editors.  Rockville,  Maryland,  Na- 
tional Institute  of  Mental  Health,  1972.  Pp.  237  (Soft- 
back— $2.00) 

Ability  to  change  is  inherent  in  any  evolving  species, 
and  we  like  to  think  that  man  is,  indeed,  an  evolving 
species.  4'his  volume  is  a collection  of  essays  by  be- 
havior and  social  scientists  delivered  in  1970.  It  re- 
views the  behavioristic,  psychologic,  sociologic,  and 
historic  aspects  of  adjustment  to  change.  Unfortunately, 
many  of  the  authors  show  a fondness  for  complex, 
often  obscure,  verbal  concepts  that  interfere  with  the 
transparency  of  the  writing— examples:  communal  re- 
symbolization, cognitive  control  of  perceptual  process, 
cantometric  and  choriometric  systems,  continuity  by 
simultaneous  perceptual  encoding,  and  so  on.  This  is 
a fine  work  of  academic  scholarship,  somewhat  out  of 
touch  with  the  practical  problem  of  adjusting  to 
change. 

L.  J.  Barone,  M.D. 

Risks  in  the  Practice  of  Modern  Obstetrics.  Silvio 
Aladjem,  M.D.,  Editor.  St.  Louis,  Mosby,  1972.  Pp.  304. 
Illustrations  74.  ($29.50) 

During  the  past  ten  years,  fantastic  progress  has  been 
made  in  bringing  to  clinical  obstetrics  the  latest 
achievements  ot  modern  technology  and  research.  .-Ml 
the  more  fantastic  because  the  complications  and 
problems  of  obstetrics  are  basically  the  same  as  they 
were  twenty  years  ago.  It  is  the  new  technology  and 
the  results  of  research  that  have  opened  our  eyes  to 
possibilities  that  were  barely  comprehended  twenty 
years  ago.  Dr.  Aladjem  has  assembled  between  the 
covers  of  this  book  chapters  written  by  experts  deal- 
ing with  the  risks,  complications,  and  problems  that 
must  be  recognized  by  every  physician  who  assumes 
the  responsibility  for  the  care  of  the  obstetrical  pa- 
tient. The  reader  will  be  stimulated  so  that  his 
awareness  of  potential  risks  will  henceforth  be  more 
acute  and  his  comprehension  deeper  and  broader. 
Two  chapters  deal  with  the  risks  associated  with  the 
management  of  therapeutic  abortion  and  infertility 
in  such  great  detail  that  the  editor  should  have  de- 
voted more  valuable  space  to  the  six  chapters  that 
tried  to  cover  the  range  of  antepartum  problems. 
One  chapter  would  be  valuable  to  the  research- 
oriented  physician,  and  one  chapter  of  medical-legal 
considerations  would  be  valuable  to  every  physician. 
One  serious  criticism  significantly  diminishes  the  ef- 
fectiveness of  this  excellent  book.  It  is  so  over-priced 
that  many  obstetricians  might  not  be  inclined  to  pur- 
chase it.  The  book  is  highly  readable,  with  a suffi- 
cient number  of  illustrations,  graphs,  and  charts. 
There  is  much  valuable  information  so  concisely 
presented  that  a reader  should  have  the  opportunity 
to  refer  readily  to  this  book  as  certain  complications 
present  or  recur.  Dr.  Aladjem  is  to  be  congratulated 
on  preparing  a book  that  might  serve  as  the  textbook 
of  an  obligatory  refresher  course  for  every  practicing 
obstetrician  today. 

Jerome  .-\brams,  M.D. 
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HALL-BROOKE  FOUNDATION,  INC. 

A non-profit  organization  dedicated  to  community  health  care  and  education. 

Elisabeth  Solomon  Albert  M.  Moss,  M.D. 

Executive  Director  Medical  Director 


HALL-BROOKE  HOSPITAL 

A JCAH  accredited  hospital  for  care  and  treat- 
ment of  psychiatric  disorders  within  a therapeutic 
community. 

Leo  H.  Berman,  M.D., 

Director  of  Professional  Services 


HALL-BROOKE  SCHOOL 

A special  educational  facility  for  adolescents  of 
high  school  age  who  are  in  psychiatric  treatment. 

Edgar  J.  Appelman, 

Director 


47  Long  Lots  Road 
Westport,  Connecticut  06880 
Telephone:  (203)  227-1251 
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ANESTHESIOLOGIST 

Urgently  needed  by  small  community 
hospital  in  southern  New  Jersey.  New 
Jersey  license  required.  Contact  Marcel 
J.  Schulmann,  M.D.,  131  Madison  Ave- 
nue, Mt.  Holly,  New  Jersey  08060 
(609)  261-0060. 


DIRECTOR, 

EMERGENCY  ROOM  SERVICES 

The  Hackensack  Hospital  Association  is 
actively  searching  for  a qualified,  full 
time  Director  for  the  Department  of 
Emergency  Room  Services.  Inquiries 
and  applications  should  be  directed  to; 
Mr.  Lawrence  L.  Smith 
Executive  Director 
Hackensack  Hospital 
Hackensack,  N.  J.  07601 


WANTED 

Established  seven-man  emergency  room 
Physicians  group.  Desires  expansion  to  staff 
Emergency  Room  for  progressive  600  bed 
medical  center.  Averages  43,000  out-patients 
per  annum.  Population  145,000.  Ideal  year 
round  climate.  Excellent  compensation  and 
working  conditions.  Adequate  leisure  time. 
Send  complete  resume  to: 

Damon  D.  King,  Administrator 
Medical  Center  of  Central  Georgia 
P.  O.  Box  6000 
777  Hemlock  Street 
Macon,  Georgia  31208 


ASSISTANT  MEDICAL  DIRECTOR, 
MEDICAL  RESEARCH 

Major  pharmaceutical  firm  in  New  Jersey 
seeks  physician  to  assist  the  Medical  Director 
in  medical  and  administrative  functions:  plan 
and  develop  programs  for  clinical  investiga- 
tions; M.D.  required  plus  post-graduate  ex- 
perience; salary  approximately  $30,000  plus 
excellent  career  opportunity.  Write  or  call  col- 
lect D.A.K.  Brown  & Associates,  342  Madison 
Ave.,  N.Y.C.  10017.  Telephone  212-867-5530. 


FAMILY  PHYSICIANS 

Hunterdon  Medical  Center:  Family  Physi- 
cians needed  to  staff  and  operate  innovative 
university-affiliated  satellite  Family  Practice 
Health  Center  located  in  the  picturesque  Del- 
aware Valley.  Opportunity  for  patient  care 
and  training  of  Family  Practice  Residents. 

Contact: 

Frank  C.  Snope,  M.D.,  Director  Medical  Education 
or  Mr.  William  P.  Ferretti,  Assistant  Director  at 
Hunterdon  Medical  Center 
Flemington,  New  Jersey  08822 
Call  collect  (201)  782-2121,  extension  422  or  338 


ATTENTION:  DOCTORS  DENTISTS 

Extra  large  4 bedroom  ranch.  Conveniently  located 
for  Professional  Offices.  Space  for  good  parking  fa- 
cilities. Clinton  area,  Hunterdon  County,  New  Jersey. 
(Many  extras)  $77,500. 

Colonial  containing  9 spacious  rooms.  Full  attic, 
full  basement.  Good  condition,  space  for  parking 
facilities.  Excellent  location,  Flemington,  Hunterdon 
County,  N.J.  $84,900. 

THE  HUNT  AGENCY 
N.C.  Hunt,  Realtor 
R.D.il,  Old  York  Road 
Ringoes,  N.  J.  08551 
Phone:  201  782-2044 
Evenings:  201  782-6956 
Member  of  Hunterdon  County  Multiple  Listing 
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CLASSIFIED  ADVERTISEMENTS 


AVAILABLE— Mature  physician.  M.D.,  wants  Family 
Practice,  prefer  group  or  partnership,  area  within  25 
miles  of  Margate,  New  Jersey.  Expert  electrocardiolo- 
gist with  knowledge  of  cardiology.  No  maternity.  Has 
Emergency  Room  and  C.C.l\  experience.  Mendrer 
A.C.E.P.  VVrite  Box  No.  4<),  c/o  I HE  JOURNAf,. 


AVAILABLE— New  Jersey  licensed  psychiatrist,  hoard 
eligible,  seeking  part-time  work  in  the  afternoon  or 
evenings.  Preferably  on  an  hourly  basis,  with  New 
Jersey  Medicaid,  not  far  from  Manhattan.  Please  write 
to  S.  K.  Dass,  M.D.,  184-26  Radnor  Road,  Jamaica,  New 
York  114.‘?2.  (212)  254-3440. 


INTERNIST-CARDIOLOGIST  WANTED-Board  certified, 
qualified  to  associate  with  Internists-Cardiologist  and 
Gastroenterologist  in  Northern  New'  Jersey  for  July 
1973.  Curriculum  vitae  with  reply.  Write  Box  No.  37, 
c/o  THE  JOLIRNAL. 


HOME-OFFICE— Bridgew'ater,  New  Jersey.  Optimum 
exposure  on  corner  acre  in  grow'ing  suburban  com- 
munity. 201-722-5426. 


PRACTICE  FOR  SALE-Busy  Newark  physician’s  prac- 
tice of  48  years,  Ironboumi  section,  with  olfice  equip- 
ment and  records.  .Also  tw'o  apartments  same  building 
for  sale  or  rent.  Write  1).  ('.ooperman.  12  Harmon 
Road,  .South  Orange,  New  Jersey  07079. 


FOR  SALE-J  ersey  City,  Office-residence,  completely 
equipped  office,  including  x-ray  room;  elegant  ultra- 
modern 7-room  living  quarters.  2 car  garage,  prime 
location.  Call  201-656-4747. 


FOR  SALE— North  Haledon,  3 year  old  custom  built  51 
foot  bi-level  on  fully  landscaped  acre  lot,  4 bed- 
rooms, eat-in-kitchen,  dining  room,  living  UKim,  21/2 
baths,  panelled/carpeted  recreation  room,  built  in 
vacuum  & dishw’asher,  x-large  2 car  garage.  Call  for 
details  and  appointment.  201-427-5652. 


FOR  RENT— Riverside,  beautiful  medical  office,  1440 
square  feet,  well  established  community.  Center  of 
town  one  block  from  modern  hospital.  Town  in  need 
of  physician.  Can  accommodate  group  or  solo  prac- 
tice or  any  specialty.  Phone  609  461-0321. 


Information  for  Advertisers — RATES:— $5.00  per  insertion  up  to  25  words:  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


^ 

MEDICAL  ARTS  BUILDING 


NOW  RENTING: 

• CUSTOM  SUITES  1020  or  2410  sq.  ft. 

• AMIDST  FIVE  SR.  CITIZEN  VILLAGES 

• CLOSE  PROXIMITY  TO  THREE  HOSPITALS 

• AMPLE  RESERVED  AND  PATIENT  PARKING 

• CANOPY  COVERED  WALKWAYS 

• OFFICE  AND  GROUNDS  MAINTENANCE 

• AIR  CONDITIONING  ZONED  FOR  COMFORT 


Located  in  Ocean  County ...  fastest  growing  in  the  nation! 

WRITE  OR  CALL  FOR  COMPLETE  BROCHURE: 

OWNER-DEVELOPER:  GLEN  ROCK  LUMBER  AND  SUPPLY  CO.,  INC.,  ROUTE  70,  BRICK  TOWN,  N.J.  08723 

(201)  477-4603 

ALDO  A.  LEONE,  RENTAL  MANAGER 
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VVhen  Vitamin 


SOLID  LINE;  Vitamin  C blood  levels  obtained  with 

sustained-medication  capsules  (CEVI-BID). 
BROKEN  LINE:  Vitamin  C blood  levels  obtained  with  tablets. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


012345678  hours 
Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  ^Adaptation 

DEVELOPERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


’■  Riccitelli,  M.  L.;  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Amer.  Geriatrics  Soc.  20:  34,  1972. 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 

\s  strong  as  Librium"25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  ot  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  \s  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated 
ment  your  counsel  and  reassurance.  Ll 

Benefits -to-risks  ratio^tet  1 4^973 

HEW  WK 


permits  higher  dosage 

For  over  1 3 years. 

Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  higher  dosage  ranges  as  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

^ N.  Roche  Laboratories 

ROCHE  y Division  of  Hoffmann-La  Roche  Inc 
✓ Nulley.  N J 07110 


Before  prescribing,  please  consult  com| 
plete  product  information,  a summary  of 
which  follows; 

Indications:  Relief  of  anxiety  and  tensioi 
occurring  alone  or  accompanying  various  diseas] 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possibll 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, eautii 
patients  against  hazardous  occupations  requirinj 
complete  mental  alertness  (e.g.,  operating  machil 
ery,  driving).  Though  physical  and  psychologic: 
dependence  have  rarely  been  reported  on  recom 
mended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might] 
increase  dosage;  withdrawal  symptoms  (includii 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates,] 
have  been  reported.  Use  of  any  drug  in  pregnani 
lactation,  or  in  women  of  childbearing  age  requir] 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions;  In  the  elderly  and  debilitatei 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradi 
ally  as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  considei 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  M 
and  phenothiazines.  Observe  usual 
presence  of  impaired  renal  or  hepai 
Paradoxical  reactions  (e.g.,  exciteme 
and  acute  rage)  have  been  reported 
patients  and  hyperactive  aggressive 
Employ  usual  precautions  in  treatm> 
states  with  evidence  of  impending  c 
suicidal  tendencies  may  be  present  a 
measures  necessary.  Variable  effects  ® 
coagulation  have  been  reported  ver 
patients  receiving  the  drug  and  oral  arj* 
lants;  causal  relationship  has  not  bet  *1 
clinically. 

Adverse  Reactions;  Drowsint  ^ 
confusion  may  occur,  especially  in  th 
debilitated.  These  are  reversible  in  n 
by  proper  dosage  adjustment,  but  arc 
sionally  observed  at  the  lower  dosage 
few  instances  syncope  has  been  repot 
countered  are  isolated  instances  of  sk 
edema,  minor  menstrual  irregularitic 
constipation,  extrapyramidal  sympto,.. 
and  decreased  libido— all  infrequent  and  generallJ 
controlled  with  dosage  reduction;  changes  in  EEC 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  maki 
ing  periodic  blood  counts  and  liver  function  tests  ^ 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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CHECK  LIST  FOR  SA  VINGS 

under 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 
ENDORSED  INSURANCE  PLANS 


can  all  be 

long  term  $2200  Monthly  Accident  and  Healtli 

neiv,  1973  $2500  Professional  Overhead  Expense  Plan 

increased 

from  $150,000  $250,000  Term  Life  Insurance 

$25,000  Major  Expense 
$200,000  Six  Point  High-Limit  Accident 


neiv,  1973  Guaranteed  Issue  EPIC  Auto  Insurance 

just  increased  $60  a day  Hospital  Money 

$2500  Tax-dediictible  KEOGH  Plan  and 
Corporate  Master  Plan 


CHECK  THIS  LIST  AGAINST  YOUR  COVERAGES  — ASK  FOR  FREE 
NO-ORLIGATION  INFORMATION  ABOUT  THE  NEW  M0NT:Y-SAVINC 

PU4NS! 

E.  & W.  BLANKSTEEN 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  Montgomery  Street,  Jersey  City,  N.J.  07302  (201)  3334340 


„The 

Princeton 

House... 


. . . providing  comprehensive  mental  health  services  for 
patients  requiring 


□ acute  psychiatric  care 

□ day  care  treatment 

□ out-patient  services 

□ crisis  intervention 

□ drug  and  alcohol  rehabilitation 

□ long-term  psychiatric  care  including 
the  senile  aged 


Under  the  supervision  of  a full-time  medical  director, 
staff  psychiatrists,  specially  trained  nurses,  licensed 
therapists  and  other  mental  health  professionals, 
Princeton  House  provides  individual  and  group  therapy; 
family  counseling;  case  evaluation;  all  forms  of  somatic 
treatment;  community  education;  occupational  therapy; 
and  recreational  programs  in  an  integrated  therapy 
setting. 

For  complete  details,  contact  Dr.  William  A.  Phillips, 
Medical  Director,  or  Dr.  Sydnor  B.  Penick,  Associate 
Medical  Director,  (609)  921-7700. 

THE  PRINCETON  HOUSE  — 

a service  of 

The  Medical  Center  at  Princeton 

905  Herrontown  Road,  Princeton,  New  Jersey  08540 


Licensed  by  the  New  Jersey  Department  of  Institutions  and 
Agencies.  Approved  by  Hospital  Service  Plan  of  New  Jersey, 
Associated  Hospital  Service  of  New  York,  all  Blue  Cross  and 
commercial  insurance  plans,  and  the  New  Jersey  State  Depart- 
ment of  Health  for  Medicare.  Accredited  by  The  Joint  Commi- 
ssion on  Accreditation  of  Hospitals. 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive 


psychic 


tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  X^alium 

^ c? 

(diazepam)  part  of  your  treatment 
plan,  eheek  on  w hether  or  not  the 
patient  is  presenti}'  taking  drugs 
and,  if  so,  \\  hat  his  response  has 
been.  Along  w ith  the  medieal  and 
soeial  history,  this  information  ean 
help  you  determine  initial  dosage, 
the  possibility  of  side  effeets  and 
the  ultimate  prospects  of  success 
or  failure. 

While  \'alium  can  be  a most 
helpful  adjunct  to  \ our  counseling, 
it  should  be  prescribed  only  as  long 
as  excessi\o  ps\xhic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
^ plished  its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  ed.  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  ax  ailablc  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
I have  been  the  most  commonly  re- 
prted  side  effects. 

Until  response  is  determined, 
atients  receiving  Valium  should 
c cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  dri\'ing  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nulley,  N J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  wbicb  follows: 

Indications:  rension  and  anxiety  states;  somatic  com- 
plaints which  arc  concomitants  of  emotional  factors;  psycho- 
nciirotic  states  manitested  hy  tension,  anxiety,  a[)prchcnsion, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  liKal  pathology,  spasticity 
cau.sed  by  upper  motor  neuron  disorders,  athetosis,' stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Knoun  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  lie  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
apinst  hazardous  occupations  reejuiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  di.sorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  fretpiency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  becau.se  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazincs,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drov\  siness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  .s^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  p.sychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  tpi.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  (j.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (Sec  Precautions.)  Children: 

I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  V'alium®  (diazepam)  I'ablcts,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  ,\ll  strengths  also  availaWe  in 
lel-L-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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acute  arthritic  inflammation... heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandeari I . The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Remember  that  Tandeari  I is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starling  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscraslas; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscraslas,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 
Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratoi^  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia. 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  lull  prescribing  Intormallon. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
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^Prescription 
drugs  - 
who  should 
determine  the 
maker?^^ 


Dispenser  of 
Medicine 

Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


I 

"Too  many  doctors  are  indiffeij 
ent  to  the  economic  consequences  I; 
their  decisions.”  So  stated  a recent  '■  > 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  forn^ 
AMA  Chief  Executive  F.  J.  L.  Blasin-! 
game,  M.D. 

Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in 
crease  in  Blue  Shield  rates.  Dr.  BlaSj 
ingame’s  newsletter  had  this  to  say:| 

"In  general,  it  can  be  said,  MD: 
have  given  the  impression  they  are  * 
not  particularly  concerned  with  the' 
increase  in  cost  of  health  care  to  th  '' 
patients... 

“True,  an  MD’s  training  is  pri-^ 
marily  scientific,  but  in  the  real  wor 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  econorc 
impact.  The  economics  of  health  Cc) 
beckon  the  practitioner’s  attention! 
Concern  for  economics  of  medicine 


Maker  of 
Medicine 

C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


When  the  pharmacist  recom- 
mends that  a drug  product  other  thi 
the  one  ordered  be  dispensed,  the 
prescribe'r  invariably  permits  the 
change  when  he  feels  the  best  inter] 
ests  of  the  patient  will  be  served. 

Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nee*- 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  ot| 
demur.  Without  that  opportunity,  tH 
unilateral  decision  of  the  pharmaci . 
made  in  the  absence  of  clinical  kncl- 
edge  of  the  patient,  could  expose  h i 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betwee 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  noth  g 
in  the  pro-substitution  argument  th : 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to  , 
better  utilize  pharmacists’  knowlece 
about  drugs.  Yet  the  pharmacist’s  I 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degrii, 
puts  him  at  a disadvantage.  Most  t 
often,  a practicing  physician  will  nfld 
expert  knowledge  of  no  more  than  ]) 


luld  be  an  obligation  of  medical 
ctice. . . 

“Medical  societies  ought  to  con- 
;t  continuing  campaigns  to  point 
the  substantial  savings  that  could 
realized  thru  deductible  insurance 
i protection  for  catastrophic  ill- 
;s.  At  the  very  least,  they  should,  in 
patients’  interest,  question  the 
tics  of  any  insurance  organization 
t raises  health  care  costs  by  forc- 
policyholders  to  buy  insurance 
y may  not  need  or  want  and  prob- 
y won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
to  the  economic  consequences  of 
ir  decisions.  Too  many,  for  ex- 
ple,  habitually  hospitalize  patients 
the  convenience  of  the  MD.  It’s 
I isense  to  deny  such  habits  exist . . . 

1'  “Doctors,  thru  their  medical  so- 
'ties,  have  unhesitatingly  appealed 
heir  patients  for  support  in  the 
it  against  government  interference 
h the  private  practice  of  medicine, 
j the  public  in  the  past  has  re- 
)nded.  It’s  time  the  American  Med- 
I Association  and  state  and  local 
dical  societies  paid  off  the  debt  by 
:isive  action  to  hold  down  the  cost 
.Tiedical  care.” 

|i  St  of  Drugs 

Insurance  rates  and  hospital 
; arges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
^aper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


30  drugs  that  he  selects  to  treat  the 
lijority  of  conditions  encountered  in 
practice.  Moreover,  the  physi- 
o’s choice  of  a specific  brand  is 
;ed  on  his  knowledge  of  the  pa- 
nt’s medical  history  and  current 
ndition,  and  his  experiences  with 
; particular  manufacturer’s 
)duct. 

Some  substitution  proponents 
;e  argued  that  the  dispensing  of  a 
ascription  is  a simple  two-party 
nsaction  between  the  pharmacist 
the  patient,  and  that  a substitut- 
pharmacist  may  avoid  even  a 
mnical  breach  of  contract  by  simply 
' tifying  the  patient  that  he  is  making 
j substitution.  I would  judge  that 
™lv  courts  would  be  sympathetic 
vard  a pharmacist  who  substituted 
'*  hout  physician  approval  and  who 
idertook  a legal  defense  that  seeks 
make  the  patient  responsible  for 
J pharmacist’s  actions, 
duced  Prescription  Prices? 

Substitution  advocates  are 
,ggestingtothe  consumer,  and  par- 
ularly  the  consumer  activist,  that 
duced  prescription  prices  could 
1 low  legalization  of  substitution, 
ejj  have  seen  absolutely  no  evidence 
j justify  this  claim.  To  the  contrary, 
rjperience  in  Alberta,  Canada,  where 
Jlbstitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline— or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


It’s  about  time 
somebody  told 
the  true  story  of 
the  American  Doctor 


You’d  agree  1 00%  on  that.  There  have  been  too  many  of  the 
other  kind  of  story. 

You  know  that  the  vast  majority  of  American  doctors  are 
honest,  hardworking,  skilled  and  dedicated  human  beings 
who  have  the  interests  of  their  patients  at  heart. 

That’s  exactly  what  the  AMA  is  trying  to  make  the  public 
aware  of. 


One  of  the  many  ways  the  AMA  is  doing  it  is  through  its 
special  communications  program. 

Perhaps  you’ve  seen  pages  in  newspapers  and  national 
magazines  signed  “America’s  Doctors  of  Medicine.”  They’re 
part  of  this  program.  It  tells  the  true  story  of  what  it  takes  to 
become  a doctor.  The  ways  American  medicine  has  improved 
the  public’s  health.  And  to  express  the  profession’s  concern 
about  health  by  providing  information  which  will  help  every 
American  lead  a healthier  life. 

We’re  telling  this  story  for  you,  the  American  doctor.  If  we 
are  to  continue  to  represent  you  effectively,  we  need 
your  support. 

Find  out  more  about  what  the  AMA  does  for  you  and  the 
public.  Send  for  the  pamphlet,  “The  AMA  and  the  American 
Doctor:  Sharing  a Common  Goal.”  Write:  Dept.  DW,  at  the 
address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  6061 0 


70,000 

CLAIMS 

RETURNED 

(Slowed  Payments... Increased  Costs) 


During  1972,  70,000  claims,  out  of  about  2,000,000  claims  re- 
ceived, or  seven  from  every  200,  had  to  be  returned  to  physioians 
because  they  were  incomplete  or  inaccurate.  This  slows  up  all 
claims  processing. 

You  can  help  yourself  and  your  patients,  if  your  office  will  ob- 
serve these  directions; 

• Use  imprinted  short  form  Service  Reports  when  possible 

• Type  or  print  legibly 

• Dispatch  claims  promptly,  particularly  in  cases  where  major 
medical  coverage  is  involved 

• Copy  subscriber’s  Identification  Number  exactly  as  it  ap- 
pears on  your  patient’s  card,  including  an  alphabetical  prefix, 
if  there  is  one. 

• Discard  obsolete  forms 

If  your  office  follows  these  directions,  you  should  be  paid  more 
promptly  or  your  patient  should  be  reimbursed  at  an  earlier  date 
— and  we’ll  save  numerous  man-hours  enabling  us  to  better 
serve  you  and  the  subscribers. 


Blue  Shield « 


Medical-Surgical  Plan  of  New  Jersey 


SMALL  ROl' 

Two  forms  of  Cordran 


24  in 


tape 


Flurandrenolido 


Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 

300060 
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EDITORIALS 


on  his  campaign  ril)l)on.  W'e  welcome  liim 
warmly  lo  the  Ihcsiclency  <jl  the  Medical  Soci- 
ety. With  his  hac kgi omul,  he  will  he  lighting 
vigorously  in  delense  ol  better  ptitieiu  care 
and  the  pieservation  ol  the  rights  of  our 
physicitms. 


Our  New  Auxiliary 
President 


Marion  Abbamonte  is  an  alumna  of  the 
school  of  nursing  at  the  Crouse  Irving  Hospi- 
tal in  Syracuse,  New  York.  She  met  her  hus- 
biincl  while  he  teas  a resident.  They  have  lour 
children,  one  of  whom  lives  with  her  physi- 
cian-husband in  South  Ciarolina.  Mrs.  .\b- 
bamonte  has  long  had  an  interest  in  helping 
to  improve  medicine’s  image.  In  this  con- 
nection, she  has  been  active  in  hospital  auxil- 
iary work  and  h;is  sercecl  in  many  ctipacities 
(including  president)  for  the  advi.sory  botird 
of  the  Auxiliary  to  the  Montclair  Community 
Hospitttl.  She  has  been  chairman  of  public 
rehitions  for  the  New  Jei.sey  Hos])it;d  .Auxil- 
iary State  Board. 


Matthew  E.  Boylan,  M.D. 


The  Medical  Society  of  New  Jersey  is  in  the 
strong  hands  of  Matthew  Edward  Boylan, 
■M.D.  He  is  a 1911  Loyola  alumnus  and  had 
received  his  baccalatireate  degree  from  Ford- 
ham.  He  is  one  of  the  few  New  Jersey  physi- 
cians to  hold  a certificate  in  .Aviation  Medi- 
cine. He  is  now  medical  director  of  the  Pol- 
iak Hospital  in  Jersey  City. 

Dr.  Boylan  has  been  an  all-around  medical 
citizen  for  many  years.  He  served  in  all  offices 
of  our  Hudson  County  Medical  Society;  he  is 
our  olficial  representative  to  the  New  Jersey 
Home  Health  Care  Program;  an  Alternate 
.AM.A  Delegate;  Past  President  of  the  Norton 
Memorial  Forum;  and  a Trustee  of  the  Re- 
gional Health  Planning  Council.  His  good  citi- 
zenship extends  beyond  medical  activities.  He 
was  a Major  in  the  .-Vir  Force,  earned  a Croix 
de  Guerre  with  Palms,  conferred  by  the 
French  government,  and  has  nine  battle  stars 


VOL.  7()-NUMm-:R  G-It'NL,  197.'! 


137 


Mrs.  Abbamonte’s  interest  in  better  commu- 
nity relations  has  extended  beyond  the  medi- 
cal and  hospital  fields.  She  has  been  active  in 
parent-teacher  guild  work,  in  the  Girl  Scouts, 
and  in  mental  health  organizations.  She  has 
been  involved,  too,  in  Red  Cross  organiza- 
tional work. 

She  is  a great  believer  in  self-education  and 
has  involved  herself  in  “continuing  educa- 
tion’’ classes.  She  has  made  a significant  con- 
tribution to  the  public’s  acceptance  of  the 
physician.  Her  leadership  assures  us  that  the 
Auxiliary  is  in  firm  hands. 

A Return  to 
Two-Class  Care? 

Far-reaching  efforts  have  been  made  in  the 
last  five  years  to  break  down  the  difference 
between  “service’’  (ward)  patients  and  pri- 
vate patients.  In  many  instances  this  has  in- 
cluded the  physical  facilities  where  patients 
are  cared  for.  VV^hen  funds  have  been  avail- 
able, large  wards  have  been  renovated  into 
two  and  fotir-bed  units  and  in  new  construc- 
tion, no  units  larger  than  four-bed  have  been 
built.  More  importantly,  in  many  institutions 
closer  supervision  of  house  staff  by  attendings 
has  been  obtained,  as  evidenced  by  their 
more  fretpient  chart  notes  and  more  frequent 
contact  with  the  patient  and  his  family. 

•Some  of  these  trends  have  been  initiated  be- 
cause of  anticipation  of  National  Health  In- 
surance and  some  because  of  a decrease  in 
former  service  patients  in  certain  areas.  Com- 
munity hospitals  have  been  gathered  into  the 
teaching  hospital  fold  and  in  many  teaching 
institutions  private  patients  have  been  used 
for  instrtiction.  An  attractive  suggestion  in 
this  vein  has  been  made  by  Anne  R.  Somers.* 
She  wants  to  call  all  teaching  patients  “partic- 
ipating” patients.  This  implies  that  they  be- 
come involved  with  their  own  care  in  associa- 
tion tvith  the  attending  staff,  house  staff,  and 

•Medical  Fducation  and  the  Comimmily:  A Coicsunier 
Point  of  \'iew.  The  Pharos.  October  1972.  |).  H9 


medical  students  as  active  participants  in  that 
care.  This  has  wide  connotations  in  that  it 
involves  the  patient  as  a responsible  individu- 
al in  his  own  care.  He  must  have  some  knowl- 
edge of  his  state  of  health  and  of  actions  he 
can  take  to  improve  and  maintain  it  in  good 
condition.  It  enforces  the  whole  idea  of 
health  education  and  Somers’  dictum  that 
good  health  is  the  responsibility  first  and 
foremost  of  the  patient  himself. 

No  one  can  downgrade  these  widespread 
efforts  to  provide  one  class  of  professional 
care  for  all  people.  In  time,  it  is  possible  that 
the  lack  of  amenities  in  large  wards  can  be 
eliminated,  but  many  efforts  have  shown  that 
right  now  one  class  of  professional  care  can 
be  given  in  many  hospitals,  and  within  the 
next  few  years,  probably  in  all. 

It  comes,  then,  as  a shock  when  the  wording 
of  the  new  health  bill  HR-1,  which  was 
signed  into  law  last  fall,  is  looked  at  closely. 
The  part  of  the  law  dealing  with  teaching 
hospitals  (definition  of  a teaching  hospital  is 
unclear  but  may  include  all  with  a house 
staff,  and  certainly  includes  those  with  under- 
graduate medical  students)  refers  to  practices 
existing  before  1966,  when  Medicare  was  in- 
troduced. If,  prior  to  1966,  fee  for  profession- 
al service  was  not  collected,  then  by  a compli- 
cated formula  involving  the  average  salary  of 
fidl-time  physicians  in  the  institution,  the 
time  spent  in  supervising  house  staff,  and  the 
ntimber  of  Medicare  patients  on  the  unit,  a 
fee  will  be  developed  to  defray  the  cost  of  the 
attending  acting  as  a supervisor  and  teacher 
of  house  staff.  In  contrast,  the  usual  fee  for 
professional  service  will  be  allowed  in  the 
non-teaching  setting,  or  if  this  practice  had 
been  in  force  in  a teaching  setting  before 
1966. 

This  will,  of  necessity,  lead  to  a return  to  the 
former  two  classes  of  care — service  and  pri- 
vate. It  is  unfortunate  that  four  or  five  years 
of  effort  directed  toward  achieving  one  class 
of  more  htimane  and  more  economic  profes- 
sional care  will  be  defeated  by  this  bill. 

—Reprinted  from  the  Medical  Times,  March  1973. 
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ORIGINAL  ARTICLES 


Our  new  President  here  stresses  the  need  within  our 
ranks  for  cooperutiveness,  compassion,  integrity,  and 
dependability. 


United  We  Stand* 


Matthew  E.  Boylan,  M.D./Jefsey  City 

Assumption  of  the  Presidency  of  The  Medical 
Society  of  New  Jersey  under  any  circum- 
stances is  a great  honor  and  privilege,  calcu- 
lated to  produce  in  a man  conflicting  but 
genuine  feelings  of  pride,  humility,  anxiety, 
and  dedicated  hope.  Under  the  challenging 
and  changeful  circumstances  which  confront 
us  today  as  individual  practitioners  and  as  an 
organized  profession,  all  tho.se  feelings  are  in- 
tensified. 

I enter  upon  my  term  of  olfice  as  the  181st 
President  of  this  venerable  and  distinguished 
Society,  proud  that  you  have  seen  fit  so  to 
honor  me,  humbled  by  the  consciousness  of 
the  weighty  duties  that,  now,  become  mine 
and  of  the  profound  trust  that  you  place  in 
me,  anxious  that  I may  serve  you  well  and 
satisfactorily,  and  sustained  by  the  hope  that 
in  this  year  we  shall  work  together  unremit- 
tingly and  effectively  to  protect  and  advance 
the  true  good  of  the  peojtle  and  of  our  profes- 
sion. These  are  the  tw'o-fold  goals  which  I 
promise  to  pursue  and  with  your  help  attain, 
so  help  me  God! 

Epitomizing  our  point  of  view,  I embrace  the 
slogan,  “Elnited  we  stand;  divided  we  fall.” 
Evidence  is  ample  to  indicate  that  the  sub- 
jugation of  the  profession  of  Medicine  and 
the  progressive  limitation  of  the  freedom  of 
its  members  is  the  objective  of  many  who — 
eager  to  usurp  the  credit  for  the  great  and 
good  services  which  physicians  supply,  and 
which  only  physicians  can  supply — would  dic- 
tate and  control  our  professional  activities,  in 


the  name  of  the  good  of  our  patients.  Their 
attitude  impugns  and  denigrates  the  integrity 
and  humanitarian  dedication  of  physicians 
past  and  present,  and  imperils  the  welfare  of 
our  patients  by  presumptuously  proposing  to 
interfere  with  the  physician’s  basic  right  and 
responsibility  to  exercise  his  best  professional 
judgment  in  the  care  and  treatment  of  his 
jjatients. 

Our  best  defense  against  those  who  thus  assail 
us  is,  in  all  that  as  individuals  we  do,  con- 
scientiously and  consistently  to  manifest  per- 
sonal and  professional  integrity,  dependabili- 
ty, and  compassionate  concern.  T hese  are  the 
identifying  attributes  of  every  worthy  physi- 
cian. These  are  the  attributes  which  we  must 
insist  that  all  possess  and  display.  There  is  no 
place  in  our  ranks  for  any  one  who  lacks  or 
abandons  these  t|ualities,  and  we  must  be  vig- 
orous and  impartial  in  dealing  with  offen- 
ders. Let  us  as  worthy  physicians  stand  united 
in  dedication  to  integrity,  dependability,  and 
compassionate  concern  and  we  shall  honor 
ourselves  in  so  doing  and  in  turn  be  honored 
by  those  whom  we  serve. 

In  our  organizational  efforts  that  slogan  also 
must  guide  us.  This  is  no  time  for  separatism, 
divisiveness,  or  debilitating  dissensions.  Of 
this  fact  The  Medcal  .Society  of  New  Jersey  is 
well  aware.  Universal  understanding  is  the 
indispensable  basis  for  universal  cooperation. 
To  that  end  ne  have  been  emphasizing  and 


*Inaugural  acldre.ss  on  tlie  author’s  induction  into  the 
Presidency  of  I'he  Medical  Society  of  New  Jersey.  Pre- 
sented to  the  House  of  Delegates,  second  session.  .May 
13,  1973,  .Atlantic  City. 
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enlarging  upon  our  communications,  both 
with  the  public  and  within  the  profession.  We 
are  progressively  increasing  our  contacts  with 
component  societies,  through  the  conference 
of  presidents,  special  conferences  dealing  with 
specific  areas  of  concern,  and  through  the  en- 
couraged participation  of  our  elected  officers 
and  Trustees  in  the  meetings  of  component 
societies.  We  have  accomplished  a good  deal 
already,  and  we  shall  do  more. 

The  establishment  of  the  New  Jersey  Fotuida- 
tion  for  Health  Care  Evaluation  was  man- 
dated by  the  House,  meeting  in  special 
session  last  December.  The  Foundation  is  well 
on  the  way  to  operational  status.  It  will  be  an 
instrument  to  preserve  for  physicians,  as  ex- 
clusively competent,  the  right,  through  peer 
review,  to  review'  and  evaluate  the  profession- 
al work  of  fellow'-physicians.  The  Foundation 
will,  we  hope,  ultimately  serve  as  a Profession- 
al Standards  Review’  Organization  in  this 
State,  working  in  cooperation  w'ith  the  De- 
partment of  Health,  Education,  and  Welfare, 
but  forestalling  the  use  of  non-physicians  in 
the  process  of  reviewing  and  evaluating  jjro- 
fessional  services  under  governmental  health 
programs. 

We  have  taken  definite  steps  for  certifying  our 
members  as  satisfactorily  pursuing  continuing 
education.  This  should  serve  to  still  the  criti- 
cal voices  that  brassily  allege  that  physicians 
do  not  make  consistent  efforts  to  keep  abreast 
of  developments  in  the  science  and  art  of 
Medicine. 

We  are  in  the  process  of  revising  our  member- 
ship categories,  to  give  new'  physicians  easier 
and  fuller  access  to  membership.  ^Ve  are  care- 


fully weighing  the  mechanism  of  the  Nomina- 
ting Committee,  and  that  of  choosing  and 
using  AMA  Delegates  and  Alternate  Dele- 
gates, with  special  concern  for  the  limitation 
of  the  duration  of  terms  of  service.  We  are 
endeavoring  to  appoint  new  and  younger 
members  to  our  councils  and  committees,  not 
with  the  intent  of  depriving  the  Society  of  the 
expertise  of  older  members  but  of  intermin- 
gling older  and  younger  members  to  the  end 
that  all  points  of  view  will  be  represented  and 
that  the  Society’s  decisions  and  operations  will 
reflect  broader  understanding  and  win  wider 
support. 

I might  say  in  passing  that  it  is  not  easy  to 
constitute  councils  and  committees  of  mem- 
bers who  are  both  able  and  willing  to  serve. 
There  is  an  element  of  personal  sacrifice  in 
committee  work,  and  I urge  all  our  members 
to  face  up  to  the  responsibility  of  their  serv- 
ing the  Society,  if  the  Society  is  satisfactorily 
to  fulfill  its  obligations  to  the  public  and  to  its 
members.  We  need  more  willing  workers  in 
organized  Medicine  if  we  are  to  have  the  pow- 
er and  the  dynamic  effectiveness  to  control 
our  own  affairs.  Otherwise  they  will  be  con- 
trolled for  us. 

I'herefore  I call  upon  all  our  members,  in  the 
spirit  of  “United  we  stand;  divided  we  fall”  to 
“get  with  it!”  We  must  for  the  preservation 
of  the  best  of  the  medical  profession  and  of 
the  public  welfare  have  the  advantage  of  the 
contribution  of  the  best,  in  brains  and  con- 
scientious effort,  that  everyone  can  supply.  I 
invite  you  all  to  more  generous  and  better 
.service,  both  in  your  daily  professional  work 
and  as  a member  of  organized  Medicine.  \Vith 
your  vigorous  help,  we  can  make  this  another 
good  year. 


(iff  \’aii  Rcipen  .Avenue 


SUPPORT  THE  WIDOWS  AND  ORPHANS  SOCIETY 
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One  wny  of  meeling  our  responsibility  toivurd  the 
helpless  and  battered  child  is  here  suggested  step  by 
step. 


How  To  Set  Up  a No-Budget 
Battered  Child  Program* 


Phoebe  Hudson,  M.D. /Hackensack 

In  the  past  few  years,  a sound  basic  structure 
for  liandling  abused  and  neglected  children 
has  been  set  up  in  Bergen  County.  This  was 
done  with  no  budget.  If  one  reads  The  Bat- 
tered Childf  by  Kempe  and  Heifer  and  ac- 
knowledges that  a generous  budget  produced 
for  them  an  excellent  program,  it  is  more  than 
slightly  discouraging  to  turn  to  one’s  own 
community  and  find  the  Bureau  of  Children’s 
Services,  Prosecutor’s  Office,  and  Medical  Soci- 
ety all  have  budget  problems,  are  under- 
staffed, and  are  not  exactly  itching  to  take 
part  in  a program  dealing  with  kids  who  not 
only  have  no  voice,  no  vote,  no  money,  and 
no  resources,  but  who  don't  even  have  parents 
who  will  go  to  bat  for  them. 

In  Bergen  County  the  problem  was  extremely 
discouraging.  Cases  were  poorly  rejjorted,  the 
judges  were  having  to  deal  with  inadequate 
information  and  had  no  professional  testimo- 
ny. The  glaring  fault  ivas  the  absence  of  a 
lawyer  to  represent  the  child  even  though 
OEO  provided  one  for  the  parents.  The  babv 
was  without  an  advocate. 

I he  situation  was  completely  intolerable. 
What  happened  was  so  simple,  so  easy,  and 
ivorked  so  well  that  the  description  which 
follows  hopefidly  tvill  assist  other  communities 
to  set  up  a program  for  these  unfortunate 
children  and  parents. 

I'he  Director  of  the  Bureau  of  Children’s  Ser- 
vices, a lawyer-social  worker  from  the  Mental 
Health  .Association,  a new  and  willing  county 
prosecutor,  and  a pediatrician  got  together  to 


discuss  the  situation.  .Admittedly  it  was  a de- 
jjressing  outlook,  but  each  person  simply  as- 
sumed that  something  was  going  to  be  accom- 
])lished;  something  had  to  be  done.  A review 
of  the  problem  was  first  made.  This  showed 
clearly  that  in  every  case  responsibilities  were 
not  being  borne: 

1.  The  public  was  not  aware  of  the  problem. 

2.  Doctors  were  not  reporting  it. 

3.  The  police  and  courts  were  at  loss  due  to  lack  of 
authority  and  professional  support. 

4.  The  BC.S  was  inadecpiate  in  resources,  court  situa- 
tions, and  legal  rights. 

It  was  oln'ious  that  too  few  cases  were  being 
reported.  When  they  xverc  reported,  legal  and 
professional  help  were  lacking  and  inade- 
qtiate  follow-up  was  provided.  Rather  tpiickly, 
therefore,  it  was  decided  to  approach  the 
problem  from  all  angles. 

1.  With  the  assistance  of  two  interested  report- 
ers from  the  county  newspaper,  a series  of 
articles  was  presented  with  smashing  results, 
d he  public  began  to  stir.  -A  year  or  so  later,  a 
forum  by  the  same  newspaper  once  again 
brought  the  sidiject  into  the  general  public 
eye. 

2.  Doctors  received  a pamphlet — see  this  Jour- 
nal, 69:551  (June  1972) — surveying  the  prob- 
lem, suggesting  what  they  should  do,  and 
clearly  outlining  routines  for  reporting.  This 
was  tlistributed  to  about  700  M.D.’s  and 
D.O.’s  in  our  county.  The  Medical  Society 

*I'rom  the  Child  E\aIuation  Center,  Hackensack  (XJ) 
Hospital. 

fUnixersity  of  Chicago  Press,  1968. 
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lurnished  the  paper  and  the  prosecutor’s 
office  printed  it.  They  were  distrilnited  to  the 
Community  Hospitals  and  put  into  the  doc- 
tors’ l)oxes  to  avoid  mailing  costs.  Then  a 
physician’s  committee  with  a representative 
from  each  hospital  was  formed.  Each  was  to 
return  to  his  hospital  and  inform  the  emer- 
gency room  jjersonnel,  pediatric,  orthopedic, 
and  any  other  involved  department,  of  the 
problems  and  routines.  A small  additional 
program  was  initiated  which  has  proved  to  be 
irseful  in  case  finding.  A card  on  each  child 
under  the  age  of  3 seen  in  any  emergency 
room  for  trauma  or  neglect  was  sent  to  the 
Bureau  of  Children’s  Services.  If  two  cards 
arrived  on  the  same  child — especially  if  from 
different  hospitals — a home  visit  was  made  by 
a worker. 

3.  Specific  routines  were  set  up  by  the  prose- 
cutor for  all  police  and  circularized.  The  doc- 
tors too,  received  a copy.  The  involved  judges 
were  told  and  they  and  the  prosecutor’s  office 
agreed  to  let  ilie  doctor  testify  within  15  min- 
utes after  appearance  in  court. 

■1.  I'he  Bureau  of  Children’s  Services  was 
promi.sed  a law’yer  from  the  prosecutor’s  office 
to  represent  the  child. 

At  this  point  a new  reporting  law  was  passed 
- — mainly  thanks  to  Mrs.  Fenwick,  the  Assem- 
blywoman from  Somerset  County.  This  stated 
that  anyone  must  report  suspicion  of  abuse 
and  such  person  w^as  protected  from  libel  ac- 
tion. This  made  the  program  much  more 
meaningful  to  the  general  public,  permitted 
more  active  publicity — to  the  elementary 
schools  for  example,  where  about  30  per  cent 
of  the  children  are  to  be  found — and  also  took 
a bit  of  the  onus  off  the  doctor  who  up  to  that 
point  had  had  fidl  responsibility  for  reporting. 

•\  brief  presentation  of  slides,  reviewing  the 
law  and  reporting  technics  and  pictures  of 

Hackensack 


typical  injuries,  was  assembled  and  shown 
whenever  the  opportunity  arose.  The  pro- 
gram was  by  no  means  an  instant  success.  The 
reluctance  of  everyone  to  believe  that  a par- 
ent coidd  injure  or  kill  his  child  is  the 
greatest  limitation. 

\o  one  is  properly  fulfilling  his  responsibilit- 
ies. The  puljlic  is  not  active  enough.  The 
doctors  refuse  to  report  and  their  ingrained 
horror  and  disgust  at  court  appearances  is  a 
tremendous  and  not  unjustified  difficulty.  The 
police  try  but  are  often  bound  by  legal  limita- 
tions and  likewise  the  Bureau  of  Children’s 
Services  is  jiainfully  limited  by  the  law,  aside 
from  lack  of  staff,  due  to  unremitting  budget 
cuts.  Never  thele.ss,  a beginning  has  been 
made.  A plan  is  set  up  so  that  anyone  wanting 
to  report  can  be  told  what  to  do.  The  general 
feeling  of  the  early  committee  and  the  medi- 
cal committee  is  that  there  must  be  a constant 
publicity  campaign  to  keep  the  problem  alive 
and  to  maintain  education  of  all  involved. 
Best  of  all,  the  Medical  Society  is  active  and 
each  individual  agency  has  a key  person  to 
use  as  a reference. 

new  law  defining  the  whole  plan  for  man- 
agement of  all  problems  of  children  will 
hopefidly  be  in  effect  soon,  once  again  due  to 
the  efforts  of  Mrs.  Fenwick.  This  should 
provide  more  facilities  for  handling  the  chil- 
dren and  their  parents. 

In  summary,  by  outlining  the  development  of 
a program  for  the  battered  child  in  Bergen 
County,  it  is  hoped  that  other  counties  will, 
with  variations  of  their  own,  l)e  encouraged  to 
initiate  such  programs. 

Thanks  to  Mrs.  Dorothy  Wcbh.  Ilurcau  of  Children's 
.Services:  Mike  AVoodman,  Mental  Health  Society; 

.Alfred  Genton,  Assistant  County  Trosecutor;  and 
George  James  and  Mark  Stuart  of  the  Bergen  E\e- 
ning  Record. 

Hospital 
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:iDur  skln—the  human  integument 
■—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


ll^blCATIONSr'ffief^peutTcaJ/)^  used  as  an 

therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  asjn:  • infected  burns,  skin  grafts,  surgibal  incisions,  otitis  e)dema 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPOREV^ 

;POLYMYXIN  B-BACmWCTOMYaN) 


Ointment 

Each  gram  contains:  AerosporiO'S  brand  Polymyxin  B Sulfate 
5.000  units;  zinc  bacitracin  400  units:  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base):  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  M oz.  and  oz.  (approx.)  foil  packets. 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


ethync 
diacetate/1 i 


Typical  characteristics 
of  the  slightly  hyper- 
estrogenic  profile 

• heavy  flow 
large  breasts, 
sometimes  fibrotic; 
nipples  well  pigmented 

• very  feminine  appearancj 
occasionally  short 

• premenstrual  syndrome, | 
fluid  retention 

• tendency  to  uterine 
fibroids 

• high  pyknotic  index 

This  formulation,  which  hr 
less  estrogenic  activity  ar^ 
a moderate  progestogen 
dominance,  may  be  a goo 
beginning. 


What’s  in  it 
for  her? 

All  steroid  molecules  are  not  the 
same ...  in  their  activity.  In  pre- 
scribing birth-control  pills,  estrogen/ 
progestogen  activity  is  more  impor- 
tant than  milligrams.  The  woman’s 
hormone  profile  often  indicates  the 
activity  best  for  her. 


mestranol/100  meg 


ethinyl  estradiol/50  meg 


ethynodiol  diacetate/1  mg 


Typical  characteristics 
of  the  “balanced”  profile 

• normal  menses 

• well-rounded  breasts 

• clear  complexion 

• normal  figure  with 
normal  secondary 
sex  characteristics 

• normal  cytohormonal 
pattern 

This  “center  spectrum” 
pill  has  had  excellent 
user  acceptance  for  over 
seven  years. 


Ovuleri 

Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0.1  mg. 

Each  pink  tablet  in  Ovulen-28®  is  a 
placebo  containing  no  active  ingredients 

for  the  majority  of  women . . . 
when  centrally  balanced 
activity  is  preferred 


For  brief  summary  of  prescribing  Information, 
please  see  next  page. 


norethynodrel/2.5  mg. 


Demuleri 

railable  in  21-  and  28-pill  schedules 

ach  white  tablet  contains:  ethynodiol 
acetate  1 mg. /ethinyl  estradiol  50  meg. 
ach  pink  tablet  in  Demulen-28®  is  a 
acebo  containing  no  active  ingredients. 

/ell  suited  to  most  women 
/hen  low  estrogenic  activity 
nd  moderate  progestogen 
ominance  are  preferred 


mestranol/0.1  mg. 


Typical  characteristics 
of  the  hypoestrogenic 
or  androgenic  profile 

• scanty  menses 

• small  breasts 

• thin,  often  tall, 
sometimes  asthenic 

• possibly  masculine 
appearance 

• acne,  hirsutism 

• low  sexual  motivation 

• thin  vaginal  lining, 
tendency  to  vaginitis 
and  dyspareunia 

This  pill  has  a relatively 
weak  and  unique"  progestogen 
with  inherent  estrogenicity. 
Clinically,  just  as  in  animal 
studies,  it  appears  not  to 
possess  antiestrogenic  and 
androgenic  activity. 


Enovid-E 


Available  in  20-  and  21-pill  schedules 
Each  tablet  contains'  norethynodrel 
2 5 mg  /mestranol  0.1  mg. 

a clear  choice  for  women 
when  estrogen  dominance 
and  no  androgenic  activity 
are  preferred 

*Of  all  the  progestogens,  norethynodrel 
most  resembles  the  molecular  structure  of 
the  estrogens.  It  has  the  weakest  proges- 
tational activity  of  any  progestogen  in  a 
combination  pill. 


Ovuleri 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 


Demuleni 

Each  white  tablet  contains; 

ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®  and  Demulen-28®  is  a placebo,  containing  no  active  ingredients. 


Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from  product 
to  product.  The  effectiveness  of  the  sequential  products  appears  to  be 
somewhat  lower  than  that  of  the  combination  products.  Both  types 
provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as 
those  of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to 
carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases  the 
frequency  of  some  animal  carcinomas.  These  data  cannot  be  transposed 
dirertly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indication— Ovulen  and  Demulen  are  indicated  fororal  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions, 
markedly  impaired  liver  function,  known  or  suspected  carcinoma  of 
the  breast,  known  or  suspected  estrogen-dependent  neoplasia  and 
undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  thrombosis).  Should  any  of 
theseoccurorbesuspectedthedrugshouldbediscontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great 
Britain  and  studies  of  morbidity  in  the  United  States  have  shown  a 
statistically  significant  association  between  thrombophlebitis,  pulmo- 
nary embolism,  and  cerebral  thrombosis  and  embolism  and  the  use  of 
oral  contraceptives.  There  have  been  three  principal  studies  in  Britain'  ^ 
leading  to  this  conclusion,  and  one-'  in  this  country.  The  estimate  of 
the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and  DolP 
was  about  sevenfold,  while  Sartwell  and  associates-'  in  the  United  States 
found  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as 
likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed 
to  evaluate  a difference  between  products.  However,  the  study  sug- 
gested that  there  might  be  an  increased  risk  of  thromboembolic  dis- 
ease in  users  of  sequential  products.  This  risk  cannot  be  quantitated, 
and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal 
vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule  the  possibility  of  pregnancy  should  be  considered 
atthetime  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
treatment  with  Ovulen  or  Demulen.  Therefore,  if  such  tests  are  abnor- 
mal in  a patient  taking  Ovulen  or  Demulen,  it  is  recommended  that  they 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under 
the  influence  of  progestogen-estrogen  preparations  pre-existing  uterine 
fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced 
by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dys- 
function, require  careful  observation.  In  breakthrough  bleeding,  and 
in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  ade- 
quate diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  dis- 
continued if  the  depression  recurs  to  a serious  degree.  Any  possible 


influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function  awaits  further  study.  A decrease  in 
glucose  tolerance  has  been  observed  in  a significant  percentage  of 
patients  on  oral  contraceptives.  The  mechanism  of  this  decrease  is 
obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observed 
while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the  patient  con- 
stitutes no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  should 
be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens 
are  submitted.  Susceptible  women  may  experience  an  increase  in 
blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  con- 
traceptives—A statistically  significant  association  has  been  demon- 
strated between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism  and  cere 
bral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a 
relationship  has  been  neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal  throm- 
bosis and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp 
toms  (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after  treat- 
ment, edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement  and  secretion),  change  in  weight  (increase  or  decrease), 
changes  in  cervical  erosion  and  cervical  secretions,  suppression  of 
lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals 
and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  ir 
users  of  oral  contraceptives,  an  association  has  been  neither  con 
firmed  nor  refuted:  anovulation  post  treatment,  premenstrual-likr 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome 
headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism,  lossoi 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  ora 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  reten 
tion  and  other  tests;  coagulation  tests:  increase  in  prothrombin.  Factor; 
VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol  extract 
able  protein  bound  iodine,  and  decrease  in  P uptake  values;  metyraponc 
test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners-.  Oral  Con 
traception  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:267 
279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P:  Investigation  o 
Deaths  from  Pulmonary,  Coronary,  and  Cerebral  Thrombosis  anc 
Embolism  in  Women  of  Child-Bearing  Age,  Brit.  Med.  J.  2:193-19( 
(April  27)  1968.  3.  Vessey,  M.  R,  and  Doll,  R.;  Investigation  of  Relatior 
Between  Use  of  Oral  Contraceptives  and  Thromboembolic  Disease.  / 
Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4.  Sartwell  • 
P.  E.;  Masi,  A.  T;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thrombo  * 
embolism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Contro  -. 
Study,  Amer.  J.  Epidem.  90-.365-380  (Nov.)  1969. 
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Actions  — Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  oui 
put  of  gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  th 
output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteir 
izing  hormone  (LH). 

Indication  — Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  art' 
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Enovid-E® 

brand  of  norethynodrel  with  mestranol 


SEARLE 


PrexJuct  of  Searle  Laboratories 
Division  of  G,  D,  Searle  & Co 
Box  5110,  Chicago,  Illinois  60680 
Where  "The  Pill"  Began 


371 


Lesions  of  the  “minor”  salivary  glands  are  not  always 
so  minor  and  must  be  taken  seriously. 


Tumors  of  Minor 
Salivary  Glands* 

A Study  of  23  Cases 


Adel  Serial,  M.D./East  Orange 

The  minor  salivary  glands  of  man  occur 
throughout  the  oral  cavity  and  pharynx.  Ad- 
ditional histologically  identical  glandular  ele- 
ments are  demonstrable  in  the  nose, 
paranasal  sinuses,  larynx,  and  trachea.  Except 
for  papillary  cystadenoma  lymphomatosum, 
all  tumors  of  the  minor  salivary  glands  corre- 
spond in  type  to  those  known  to  occur  in  the 
major  salivary  glands.  Comparative  statistics 
reveal  a higher  ratio  of  malignant  tumors 
especially  of  mucoepidermoid  or  adenoid  cys- 
tic types  in  the  minor  salivary  glands. 

Our  material  consisted  of  23  cases,  surgically 
treated  and  histologically  confirmed  tumors 
of  minor  salivary  glands,  seen  at  the  head  and 
neck  service  of  Black-Stevenson  Clinic  of  The 
United  Hospitals  Medical  Center  of  Newark 
in  the  10  years  between  1960  and  1970.  All 
specimens  were  re-examined  histologically  and 
then  reclassified  according  to  Foote  and 
Frazell  Classification.  Their  distribution  ac- 
cording to  site  and  histologic  types  is  given  in 
Table  I:  Site:  17  occurred  in  palate,  2 upper 


Table  I 

Classification  and  sites  of  origin  of  23  cases  of  minor 
salivary  gland  tumors. 


Total 

Floor 

Base 

Num- 

of 

of 

Type 

ber 

Palate 

Lip 

Mouth  Tongue 

Benign  mixed 

11 

9 

2 

— 

— 

Malignant  mixed 

4 

4 

— 

— 

Adenoid  cystic 

3 

2 

— 

— 

1 

Mucoepidermoid 

3 

1 

— 

2 

— 

Adenocarcinoma 

2 

1 

- 

- 

1 

23 

17 

2 

2 

9 

Table  II 


Clinical  Data  on  23  intra-oral  salivary'  gland  tumors 


Type 

Number 

Age 

Range 

Average 

Age 

.M 

Se.x 

F 

Benign  mixed 

11 

22-63 

39 

7 

4 

Malignant  mixed 

4 

31-63 

51 

2 

9 

Adenoid  cystic 

3 

42-77 

51 

3 

— 

Mucoepidermoid 

3 

30-:>8 

45 

- 

3 

Adenocarcinoma 

2 

36-72 

54 

1 

1 

23 

22-77 

48 

13 

10 

lip,  2 floor  of  mouth,  2 base  of  tongue.  Table 
II  shows  the  relation  to  age  and  sex:  Age: 
Benign — 22-63 — average  39;  Malignant — 30-77 
— average  45-50.  Sex:  slightly  more  jtredomi- 
nant  in  males  to  females  13:10;  most  reported 
cases  indicate  fairly  even  distribution. 

There  are  rarely  any  symptoms.  The  com- 
monest was  a painless  lump,  not  ulcerated 
even  in  malignant  ones,  usually  diagnosed  by 
dentist  or  oral  surgeon.  It  is  dillicult  to  Ire 
certain  of  the  duration  of  these  lesions.  In 
accessible  regions  such  as  lips,  the  tumors 
were  small  because  they  are  detected  early.  It 
is  a curious  fact  that  even  sizeable  growths  in 
the  mouth  are  usually  unnoticed  by  the  pa- 
tient. Figure  1 shows  a larger  tumor  of  the 
palate,  tonsil  and  oropharynx  in  a 37-year  old 
man,  diagnosed  during  the  annual  physical 
examination. 

Only  one  patient  complained  of  pain  or  sen- 
sitivity in  the  region  of  the  tumor  and  this 
turned  out  to  be  adenoid  cystic  carcinoma. 

*Prcsented  at  the  annual  meeting  of  New  Jersey  .Acad- 
emy of  Ophthalmology  and  Otolaryngology,  November 
10,  1971,  Newark.  Dr.  Serial  is  Resident  in  Otolaryn- 
gology, United  Hospitals  Medical  Center,  Newark. 


VOL.  70-NUMBER  6-JUNE,  1973 


447 


Figure  1— Large  tumor  of  palate,  tonsil,  and  oropharynx. 


Classification  and  Analysis  of  23  Cases 

1.  Benign  Mixed:  These  included  11  cases,  9 
in  palate,  2 upper  lij).  Those  in  palate  were 
at  junction  of  the  hard  and  soft  palate. 

They  are  classical  examples  of  pleomorphic 
adenoma  in  wdiich  epithelial  elements  are 
merging  with  one  or  more  stomal  elements. 
The  myxoid  stroma  is  thought  to  be  due  to 
degenerative  changes  in  secretions  of  the  ep- 
ithelial cells. 

All  patients  were  treated  by  surgery,  three 
were  lost  to  follow  up,  two  died  from  other 
causes,  six  are  alive  and  well  with  no  sign  of 
recurrence. 

2.  Malignnnt  mixed  included  four  cases  all  in 
palate.  There  were  no  metastasis  to  regional 
nodes  or  elsewhere.  All  were  treated  by  sur- 
gery, one  was  lost  to  follow  up,  three  are  alive 
with  no  recurrence  after  more  than  seven 
years.  One  case  was  operated  on  twice  .be- 
cause of  false  negative  biopsy  for  malignancy. 
The  second  operation  was  felt  necessary  to 
have  wider  margin  of  resection. 

,S.  Mucoepidermoid  carcinoma  is  formed  of 
,s(]uamous  cells  in  masses  together  with  mucus- 
containing  cells.  7'he  three  cases  in  this  series 
are  all  females,  two  in  floor  of  mouth,  one  in 
palate.  All  were  low'  grade  malignancy.  One 
lesion  of  floor  of  mouth,  developed  metastasis 
in  the  regional  nodes.  All  were  treated  by 
surgery  in  form  of  wdde  resection  and  mar- 
ginal mandibulectomy,  neck  dissection  was 


done  in  the  case  with  palpable  nodes  in  neck. 
One  case  was  lost  to  follow'  up,  the  other  two 
cases  are  alive,  lesion  of  floor  of  mouth  nine 
years,  that  of  palate  and  alveolus  six  years. 
(Figure  2) 


Figure  2— Defect  created  by  resection  of  palate  and 
part  of  alveolus  on  left. 

4.  Adenoid  cystic  carcinoma  (cylindroma): 
This  classification  includes  three  cases,  two  in 
palate,  one  base  of  tongue.  The  tumor  is 
formed  of  darkly-staining  uniform  cells  in 
masses  in  w'hich  there  are  rounded  acellular 
areas  containing  homogenous  material.  His- 
tologically, the  cells  look  benign,  but  these 
tumors  do  recur  locally,  metastasize  to  region- 
al lymph  nodes,  and  to  lungs,  bones,  and  else- 
where. The  three  cases  in  this  series  tvere  all 
treated  by  w'ide  surgical  resection.  Tw'O  w'ere 
in  the  palate,  one  was  lost  to  follow  up  tw'o 
years  after  operation,  the  other  case  (45-year 
old  male)  recurred  locally  after  three  years 
from  W'ide  resection.  He  received  radiotherapy 
w'ith  good  palliation  for  pain,  but  six  months 
later  he  developed  metastasis  into  base  of 
skull,  regional  nodes,  mandible,  vertebra,  and 
lungs.  The  patient  died  four  years  after  the 
original  operation. 

4 bird  case  in  base  of  tongue  w'as  in  a 42-year 
old  male,  treated  originally  by  radical  local 
excision;  three  years  later  it  recurred  at  origi- 
nal site.  Further  surgery  in  form  of  neck  dis- 
section and  lateral  pharyngotomy  ^vas  per- 
formed. Six  months  later  he  had  a lateral 
rectus  palsy.  The  tumor  disseminated  to  the 
base  of  skull  and  chest.  This  patient  died  nine 
months  after  second  operation. 
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Oljvioiisly  these  are  dangerous  tumors  with  in- 
sidious course,  behave  much  worse  than  the 
histologic  picture  would  lead  one  to  believe. 

5.  Adenocarcinoma:  We  had  only  two  cases, 
well  differentiated — one  in  palate  was  treated 
by  surgery.  This  patient  was  alive  ior  two 
years  and  then  lost  lor  follow  up.  The  other 
was  a lesion  of  base  ol  tongue  in  36-year  old 
male.  He  was  treated  with  combined  therapy, 
surgery  in  form  of  neck  dissection  with  resec- 
tion of  jaw  and  base  of  tongue.  He  is  still  alive 
four  years  after  operation. 

Methods  of  Treatment 

Benign  mixed  tumors  of  the.se  regions  can  be 
removed  by  simple  wide  excision.  Tho.se  of 
the  ])alate  can  be  removed  without  ]jerfora- 
ting  the  palate  or  entering  the  nasal  cavity. 
Healing  by  granulation  is  satisfactory  and  rea- 
sonably rapid,  eliminating  the  necessity  for 
skin  grafting. 

All  malignant  lesions  of  the  palate,  however 
(including  malignant  mixed  and  mucoepider- 
moid) should  have  the  benefit  of  wide  resec- 
tion into  the  nasal  cavity,  including  the  lloor 
and  wall  of  maxillary  sinus,  nasal  septum  if 
necessary  as  well  as  removal  of  adjacent  teeth. 
If  the  antrum  is  entered,  all  lining  mucosa 
must  be  removed  (in  its  entirety)  as  this  tends 
to  form  polypoid  membrane  later  on. 

.Adenoid  cystic  carcinoma  dominated  the  lo- 
cal recurrence.  They  need  a generous  margin 
because  of  their  propensity  to  invade  bone 
and  spread  laterally  without  symptoms.  X-ray 


Figure  3— Prosthesis  constructed  to  close  the  defect 
shown  in  Figure  2. 


evidence  of  bone  invasion  is  always  less  than 
the  actual  extent  of  the  tumor.  Bleeding  is 
usually  severe  so  that  the  operation  must  be 
carefully  plannetl  and  performetl  tpiickly  to 
minimize  blood  loss. 

An  obturator  with  or  without  teeth  (rigure  3) 
will  be  used  at  a later  date  when  the  shape  of 
the  defect  is  stabilized  particularly  when  part 
of  the  soft  palate  has  been  resected.  .A  skillful 
and  experienced  prosthodontist  is  e.ssential  in 
the  successful  rehaltilitation  of  the.se  patients. 

Larger  lesions  invading  the  pterygoid  space  or 
orbit  and  those  perforating  the  alveolar  proc- 
ess into  the  buccal  gutter  will  require  a more 
radical  approach,  usually  a VVeber-Fergmson 
incision  with  resection  of  the  maxilla  and  ex- 
enteration of  the  orbit  if  its  floor  is  invaded. 
Floor  of  mouth  lesions  need  a segmental  or 
marginal  mandiltulectomy  which  will  afford 
an  excellent  means  of  access  with  or  \vithout 
neck  dissection.  Base  of  tongue  and  hy- 
popharyngeal  lesions  may  be  resected  via  a 
transhyoid  or  lateral  pharyngotomy  aj)proach. 

Irradiation  did  not  contribute  to  cure  of  the 
jiatients  in  this  series.  It  should  never  be  irsed 
in  treatment  of  benign  salivary  gland  lesions 
and  its  efficiency  in  therapy  of  malignant  tu- 
mors of  such  origin  as  a primary  modality  is 
open  to  serious  question.  But  it  has  been 
proven  to  be  an  excellent  instrument  for  pal- 
liation in  adenoid  cystic  carcinoma. 

Comment 

Benign  mixed  tumors  as  well  as  malignant 
mixed  and  mucoepidermoid  (provided  they 
are  properly  handled)  are  not  likely  to  recur. 
Our  two  carcinomas  were  not  troublesome 
from  the  standpoint  of  metastasis  although 
high  grade  malignant  mucoepidermoid  are  ca- 
pable of  metastasis. 

Such  optimism  cannot  be  maintained  towards 
adenoid  cystic.  These  are  insidiously  slow 
growing,  invade  bone,  recur  locally  and 
metastasize  widely  to  regional  nodes,  brain, 
lungs,  bones,  and  elsewhere,  if  uncontrolled 
in  the  initial  definitive  attack.  They  are  also 
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prone  to  spread  via  perineural  lymphatic  pain 
so  one  must  plan  the  most  extensive  oper- 
ation possible. 


The  adenocarcinomas  form 

a more  ana 

plastic 

rare  group,  display 

all  the  malignant  at- 

tributes  common  to  these  tumors  elsewhere  in 

the  body.  (Table  III) 

Table  III 

Results  after  5 years  or  more  in  23  patients  with  minor 

salivary  gland  tumors. 

Lost 

Dead 

A live 

For 

Dead  of 

3 Years 

Num- 

Follow 

■ other  Dis- 

or 

Type  ber 

up 

Cause  ease 

more 

Benign  mixed  1 1 

3 

2 - 

6 

Malignant  mixed  4 

— 

1 - 

3 

Adenoid  cystic  3 

1 

- 2 

— 

Mucoepidermoid  3 

1 

- - 

2 

.Vdenocarcinoma  2 

— 

1 - 

1 

23 

5 

4 2 

12 

Table  IV 

Comparative  Incidence  of  Malignancy 

Xurnber 

Published  Scries 

of  Cases 

Percent 

.•\hlom 

1935 

60 

67 

Ringertz 

1938 

37 

73 

Hobaek 

1949 

33 

33 

Sinitli  et  al. 

1954 

32 

75 

Bhaskar  8.  tVeinmann 

1955 

23 

35 

Hanison 

1956 

82 

65 

Vellios  & Sbafer 

1959 

54 

54 

Edwards 

1960 

23 

39 

Fine  et  al. 

1960 

79 

47 

Chaudry  et  al. 

1961 

94 

54 

Forsslund  & Lidholm 

1963 

13 

31 

Farago  St  Holezinger 

1965 

17 

35 

Hormia 

1965 

22 

0 

Bardwil  et  al. 

1966 

100 

87 

Stuteville  &:  Corley 

1967 

so 

90 

Bergen  an 

1969 

46 

13 

I’resent  Scries 

23 

52 

Taltle  IV  shows  incidence  of  malignancy  in 
these  tumors  reported  in  the  literature.  In  this 
series,  52  per  cent  were  malignant.  The  con- 
clusion is  that  an  unusually  high  ratio  of 
malignancy  occurs  in  tumors  of  minor  salivary 
glands.  The  clinician  should  prepare  himself 
to  deal  in  the  majority  of  cases  with  diagnosis 
of  carcinoma  and  should  orient  his  thinking 
on  these  lines.  One  must  be  on  guard  when 
inspecting  what  seems  like  an  innocent  tumor 
in  the  mouth.  It  is  desirable  to  establish  a 


microscopic  diagnosis  before  planning  treat- 
ment. Needle  biopsy  produced  enotigh  materi- 
al in  80  per  cent  of  these  cases  to  reach  a 
diagnosis.  If  unsuccessful,  carefully  planned 
biopsy  should  be  performed. 

It  is  a common  practice  for  oral  surgeons  to 
attempt  removal  of  these  lesions  without  prior 
histologic  identification.  Two-thirds  of  these 
cases  referred  for  definitive  surgery  either  had 
been  treated  without  biopsy  or  have  had  inad- 
equate excision  to  establish  a diagnosis.  Fig- 
ure 4 shows  a mucoepidermoid  carcinoma  of 
palate  inadequately  excised  by  oral  surgeon 
without  prior  biopsy. 


Figure  4— Mucoepidermoid  carcinoma  of  palate  inade- 
quately e.xcised  by  oral  surgeon  without  prior  biopsy. 


One  should  avoid  ulcerated  areas  if  present 
and  take  the  specimen  from  the  central  por- 
tion of  the  tumor  so  that  the  edges  are  not 
violated.  Excisional  biopsy  with  suture  of  the 
wound  is  unacceptable  since  it  obliterates  the 
boundaries  of  the  lesion  if  re-excision  becomes 
necessary. 

These  tumors  are  highly  individualistic  and 
prognosis  depends  on  histojiathology. 
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51  East  Park  Street 


Human  Subjects  in  Medical  Research 


The  use  of  human  subjects  in  medical  re- 
search is  essential  for  the  benefit  of  society 
despite  the  fact  that  it  will  place  some  partici- 
pants at  a calculated  disadvantage,  the 
American  Medical  Association  told  Congress. 

1 he  AMA  comments  were  made  to  Senator 
Kennedy’s  Senate  health  subcommittee  in 
hearings  on  the  subject  of  human  experimen- 
tation and  if  a need  exists  for  federal  legisla- 
tion to  forestall  abuses. 

William  R.  Barclay,  M.D.,  Assistant  Vice- 
President  of  the  AMA,  told  the  senators  that, 
“We  are  constantly  seeking  new  means  to 
improve  the  quality  and  length  of  life.  The 
evolution  of  sound  medical  practice  through 
the  years  has  reduced  the  incidence  of  pain 
and  has  done  much  to  advance  the  cause  of 
human  dignity.  These  procedures,  however, 
today  as  always,  require  the  weighing  of  risk 
against  benefit  at  every  level  of  professional 
discretion.  There  is  a certain  degree  of  risk 
attendant  to  any  medical  procedure.  But  if 
we  are  to  continue  to  improve  our  high 
standards  of  patient  care,  we  must  maintain 
our  initiatives  in  biomedical  research.  The  ac- 
complishments of  modern  medical  practice 
testify  to  the  merits  of  continued  research. 
Such  advances  are  hard  won,  but  the  benefits 
are  beyond  question. 

“Medicine  as  a science  must  conduct  experi- 
mentation if  it  is  to  progress  rather  than  stag- 
nate. Experimentation  is  an  essential  prin- 


ciple of  all  sciences,  be  they  biological  or 
physical.  Scientific  experiments  are  conducted 
both  to  test  new  hypotheses  and  to  re-examine 
the  validity  of  accepted  hypotheses. 

“A  medical  experiment  with  human  subjects 
is  sometimes  referred  to  as  a clinical  trial.  As 
such  it  should  be  a test  of  a reasonable  hy- 
pothesis based  on  sound  laboratory  data.  It 
should  not  be  a random  groping  for  informa- 
tion. A well-designed  clinical  trial  has  ele- 
ments in  its  design  which  assure  that  it  will 
be  a useful  and  a justifiable  undertaking. 

“.  . . A human  experiment  establishes  a set  of 
circumstances  which  will  place  some  of  the 
participants  at  a calculated  disadvantage. 
Generally  a trial  is  estalilished  to  answer  the 
question:  Is  treatment  better  than  treat- 
ment B?  No  definitive  answer  to  this  question 
can  be  obtained  until  the  test  is  conducted 
over  an  adequate  period  of  time  and  suffici- 
ent data  have  been  gathered  by  whicli  to 
measure  the  relative  response  of  the  subject. 

“.  . . Through  the  process  of  clinical  investi- 
gation, drugs  and  procedures  become  avail- 
able for  widespread  usage  in  patient  care. 

“.  . . We  note  that  it  is  the  Committee’s  hope 
that  these  hearings  will  encourage  continued 
support  of  and  advancement  of  biomedical 
research.  If  we  are  to  continue  to  increase 
our  knowledge  and  to  improve  medical  care, 
research  using  human  subjects  is  essential.” 
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Fear  of  memory  loss  after  electric  shock  therapy  is  not 
really  a reason  for  not  administering  this  treatment. 


Memory  Change  Following  EST 
and  Drug  Treated  Depression 


Donald  I.  Templer,  Ph.D., 

S.  B.  Penick,  M.D.,  and 

Nancy  Buonpane,  R.N. /Belle  Mead 

Purpose  of  this  research  is  to  compare  the 
admission  to  discharge  memory  change  of 
those  dejjressed  midtile-aged  and  elderly  pa- 
tients who  are  treated  with  electroshock 
therapy  (liST)  with  those  who  are  treated 
without  EST.  It  has  long  been  recognized 
that  EST  causes  temporary  memory  impair- 
ment. Many  patients  being  considered  for 
EST  want  to  know  how  their  memory  will  be 
at  the  end  of  their  hospitalization  when  they 
resume  their  normal  occupational  and  social 
roles. 

Subjects  were  9 male  and  20  female  psychia- 
tric patients  from  the  age  of  48  to  79,  with  a 
median  age  of  71.  Each  had  a diagnosis  of 
depressive  neurosis,  involutional  melancholia, 
manic-depressive,  depressed,  or  psychotic  de- 
pressive reaction.  They  were  administered 
(Administration  A)  the  Benton  Visual  Re- 
tention Test  within  two  days  after  their  ad- 
mission to  The  Carrier  Clinic  and  again  with- 
in two  days  of  their  discharge.  Eor  every  oth- 
er subject  Eorm  C was  administered  upon 
admission  and  Form  D upon  discharge.  The 
reverse  jnocedure  was  employed  for  the  other 
half  of  the  subjects.  The  Benton  was  used 
because  previous  research  indicated  that  it 
taps  the  sort  of  memory  functioning  that  is  of 
common  clinical  concern.^  Seventeen  pa- 
tients received  from  six  to  ten  EST  with  a 
median  number  of  eight.  Twelve  of  the  pa- 
tients received  no  EST  and  were  instead 
treated  with  tricyclic  antidepressant  drugs. 
The  median  length  of  hospitalization  was  29 


days.  For  the  EST  patients,  the  time  from  last 
E.ST  to  discharge  (Benton  administration) 
ranged  from  three  to  twenty-six  days  tvith  a 
median  of  seven  days. 

As  indicated  from  Talde  I,  from  admission  to 
discharge,  the  number  of  correct  Benton 

TABLE  I 


Change  in  Benton  Score  as  a Function  of  Treatment 


EST 

Non-EST 

Benton 

Patients 

Patients 

Increase 

10 

4 

Benton 

the  .Same 

4 

1 

Benton 

Decrease 

3 

7 

Scores  of  ten  EST  patients  improved;  the 
scores  of  four  EST  patients  remained  the 
same;  and  the  scores  of  three  EST  jjatients 
declined.  For  the  non-EST  patients,  four 
Benton  scores  improved,  one  remained  the 
same,  and  seven  declined.  Fourteen  EST  pa- 
tients had  increased  or  the  same  Benton  score 
and  three  had  decreased  scores;  five  of  the 
non-EST  patients  had  improved  or  the  same 
scores;  and  seven  had  decreased  scores.  I he 
mean  change  from  admission  to  discharge 
was  .94  for  the  EST  jiatients  and  —.45  for 
the  non-EST  patients. 

Since  choice  of  treatment  tvas  determined 
clinically  rather  than  by  experimental  design, 
it  is  possible  that  the  pre-treatment  character- 
istics of  EST  and  non-EST  patients  may 
differ.  However,  nine  E.ST  and  seven  non- 
ESl'  patients  received  Zung  Self-Rating 
Scales  at  the  time  of  the  first  Benton  adminis- 
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tration.  The  mean  Zung  scores  of  the  EST 
and  non-EST  patients  were  quite  similar,  50.9 
and  47.7  respectively.  It  would,  therefore,  ap- 
pear that  the  groups  did  not  differ  greatly  in 
degree  of  pre-treatment  depression. 

The  findings  of  this  study  seem  to  indicate 
that  prospective  EST  patients  can  be  told 
that  their  memory  will  probably  be  as  good 


or  better  when  they  leave  the  hospital  than 
when  they  enter.  Their  memory  will  proba- 
bly be  as  good  or  better  than  it  would  be  if 
they  are  treated  only  with  drugs  and  without 
EST. 
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Criminal  Sanctions  Against  Marihuana 

The  legalized  use  of  marihuana  would  ap- 
pear a long  way  off  despite  reports  showing 
growing  support  for  “decriminalization.” 
Only  continued  increase  of  marihuana  smok- 
ing over  a number  of  years  and  a new  gener- 
ation of  lawmakers  could  bring  about  climate 
for  legalization,  congressional  experts  predict. 
However,  scaling  penalties  further  dowm,  es- 
pecially for  use,  is  a real  possibility.  The  Na- 
tional Clommission  on  Marihuana  and  Drug 
Abuse  is  rejjorted  ready  to  recommend  drop- 
ping all  criminal  sanctions  against  private 
use,  but  this  falls  short  of  legalization,  as  sell- 
ers anti  importers  would  continue  to  be  sidj- 
ject  to  criminal  action. 

The  National  Institute  of  Mental  Health 
yearly  re])ort  to  congress  on  health  aspects  of 
marihuana  found  relatively  little  evidence  of 
serious  ill  effects  with  acute  reactions  appar- 
ently rare.  Current  information  does  not  jus- 
tify making  marihuana  legal,  according  to 
NIMH  Director  Bertram  Brown,  M.D.,  who 
nevertheless  criticizes  harsh  penalties.  Prelim- 
inary survey  findings  that  chronic  users  of  the 
drug  appear  to  be  healthy  surprised  the  re- 
searchers. However,  its  effect  on  emotionally 
unstable  teen-agers  can  l)e  a serious  retarding 
development,  causing  breakdowns. 

From  W'astiiiigion,  D.C.  office  of  AM.\  Release  dated 
Feljrnary  29,  1972. 
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Proposed  Cancer  Control  Legislation 

House  opposition  to  a Senate-passed  cancer 
bill  that  would  tend  to  fragment  the  National 
Institutes  of  Health  has  touched  off  a debate 
in  Washington  as  to  how  best  to  organize  a 
multimillion  dollar  campaign  to  conquer  the 
disease.  The  American  Cancer  Society  has 
sponsored  a number  of  full-page  ad\ertise- 
ments  about  the  nation,  calling  for  popular 
support  of  the  “put-a-man-on-the-moon”  ap- 
proach to  the  conquest  of  cancer  as  contained 
in  the  Senate  bill. 

Florida’s  Congressman  Paul  Rogers,  chair- 
man of  the  House  Interstate  and  Foreign 
Commerce  Subcommittee  on  health,  and  him- 
self the  author  of  a “cancer  attack”  bill  that 
would  beef-up  cancer  research  but  keep  it 
within  the  framework  of  NTH,  immediately 
branded  the  Cancer  Society  advertisements  as 
“an  attempt  to  bring  the  issue  of  finding  a 
cure  for  cancer  into  a political  setting.” 

It  is  reported  here  that  the  Cancer  Society 
advertisements  are  just  the  opening  salvo  in  a 
“l)ig  money”  grass  roots  campaign  to  pressure 
the  Congress  into  passage  of  the  Kennedy- 
Administration  backed  “Conquest  of  Cancer” 
bill.  A month  ago  the  AMA’s  testimony  on 
this  bill  challenged  the  wisdom  of  separating 
cancer  research  from  the  mainstream  of  bio- 
medical research  now  carried  on  by  the  NIH. 
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In  determining  the  mechanism  of  uljfjer  gastroin- 
testinal bleeding,  celiac  angiography  may  have  distinct 
diagnostic  value 


Gastrointestinal  Bleeding 
and  Hepatoma* 

Diagnostic  Value  of  Celiac  Angiography 


L.  Donald  Weinstein,  M.D.,  ef  al. 
Hackensack 

Selective  visceral  angiography  is  a useful  diag- 
nostic method  for  determining  the  site,  and 
occasionally  the  nature,  of  gastrointestinal 
bleeding  problems^  It  is  also  one  of  the  best 
ways  available  for  identifying  the  presence 
and  nature  of  hepatic  neoplasms. ^ The  fol- 
lowing case  presentation  demonstrates  the  val- 
ue of  celiac  angiography  in  determining  the 
pathogenesis  of  gastrointestinal  bleeding  in  a 
patient  with  hepatocarcinoma. 

A forty-two  year  old  female  was  admitted  with  massive 
upper  gastrointestinal  bleeding.  For  three  months,  she 
had  suffered  from  intermittent  upper  abdominal  pain, 
with  anorexia  and  a fifteen-pound  weight  loss.  On  the 
morning  of  admission,  she  had  vomited  copious 
amounts  of  dark  red  blood,  followed  by  the  passage 
of  tarry  stools.  There  was  no  history  of  jaundice, 
fever,  abdominal  distension,  edema,  pyrosis,  ingestion 
of  salicylates,  or  excessive  intake  of  alcohol.  No  past 
history  of  suspected  liver  disease,  anemia,  or  gastro- 
intestinal bleeding  was  elicited.  The  patient  was 
treated  with  “home  remedies”  for  “worms”  as  a child 
in  Jamaica  in  the  Carribean,  but  she  denied  ingestion 
of  “bush  teas”  (Senneccia  alkaloids)  . Previous  surgery 
was  limited  to  pelvic  exploration  at  age  seventeen. 
No  transfusions  were  received. 

She  was  an  acutely  ill,  middle-aged  female  with  no 
cutaneous  stigmata  of  chronic  liver  disease.  Tempera- 
ture was  99,  pulse  110  and  regular,  and  blood  pressure 
was  90/70.  No  adenopathy,  clubbing,  cyanosis,  or 
edema  was  observed.  Lungs  were  clear  to  percussion 
and  auscultation.  Cardiac  examination  was  normal. 
The  abdomen  was  moderately  distended  without  shift- 
ing dullness  or  a fluid  wave.  The  liver  was  markedlv 
enlarged  with  a tender  firm  edge  palpable  8 centi- 
meters below  the  xiphoid.  No  discrete  nodules  were 
noted.  A distinct  venous  bruit  was  audible  over  the 
entire  right  lobe  of  the  liver  with  a palpable  thrill. 
No  hepatic  friction  rub  was  noted.  The  spleen  was 
not  enlarged  to  percussion  or  palpation.  The  abdomi- 
nal venous  pattern  was  not  pronounced.  Pehic  and 
rectal  examinations  were  unremarkable.  Neurologic 
examination  was  within  normal  limits. 


Hematocrit  on  admission  was  28  per  cent;  white  blood 
count  was  4,600  with  70  per  cent  segmented  forms,  26 
per  cent  lymphocytes,  and  4 per  cent  eosinophils: 
platelet  count  was  212,000.  Blood  glucose  was  77  and 
BUN  16.  Total  scrum  bilirubin  was  0.8  per  cent  with 
direct  bilirubin  0.4  mg.  per  cent;  serum  alkaline 
phosphatase  was  16  Bodansky  units;  serum  glutamic 
oxaloacetic  transaminase  was  32  Karmen  units; 
cephalin  flocculation  and  thymol  turbidity  were  within 
normal  units. 

Serum  albumin  was  2.9  gm/100  ml.  and  globulin  3.9 
gm/100  ml.  Prothrombin  time  was  15  seconds  (con- 
trol 1 1 seconds)  . Serum  for  Feto-globulint  was  ob- 
tained on  admission  and  subsequently  reported  as 
positive.  Urinalysis  revealed  trace  protein  and  was 
negative  for  glucose,  bile,  cellular  elements,  or  casts. 
Stool  specimen  test  with  acid-guaiac  gave  a strongly 
positive  result.  Chest  x-ray  and  electrocardiogram 
were  normal. 

Emergency  upper  gastrointestinal  scries  revealed  large 
varices  involving  the  lower  third  of  the  esophagus  and 
the  gastric  fundus.  The  remainder  of  the  stomach, 
duodenal  bulb,  and  loop  appeared  normal.  The  liver 
shadow  was  grossly  enlarged  and  the  splenic  shadow 
appeared  minimally  enlarged.  Esophagoscopy  con- 
firmed the  presence  of  extensive  esophageal  varices, 
with  fresh  bleeding  noted  from  a prominent  varix. 
Aqua-Mephyton®  and  transfusions  of  blood  were  given 
and  no  further  evidence  of  bleeding  was  noted  for  48 
hours. 

On  the  third  hospital  day,  a liver  scan  was  done 
using  Technecium®  99.  This  revealed  generalized  en- 
largement of  the  liver  with  markedly  dccrca.sed  activ- 
ity over  the  right  lobe  and  increased  splenic  uptake. 
On  tbe  fourth  hospital  day,  a selective  celiac  angiogram 
was  done  using  the  Seldinger  technic.  Multiple  tumor 
vessels  were  seen  occupying  the  majoritv  of  the  right 
lobe  of  the  liver  (Eigure  1,  A.) . Considerable  shunting 
between  the  hepatic  artery  branches  and  the  portal 
venous  system  was  demonstrated  (Figure  1,  B.)  . Filling 
defects  obstructing  the  portal  vein  were  seen  and 
thought  to  represent  tumor  thrombus  (Figure  1,  B.)  . 
Reversal  of  flow  into  the  mesenteric  venous  system  was 
demonstrated  (Figure  2,  B.) . Gastric  varices  were 
further  shown  on  the  delayed  (venous  phase)  films 
(Figure  2,  A.)  . 


*From  the  Hackensack  Hospital,  where  Dr.  Weinstein 
is  Chief  of  Gastroenterology.  Co-authors  are  Leroy 
Kotzen,  M.D.,  attending  in  Radiology.  .Arthur  \V. 
Chaney,  Jr.  M.D.,  assistant  attending  in  Medicine,  and 
Norman  E.  Davis,  M.D.,  resident  in  Pathology. 

fLeary  Laboratory,  43  Bay  State  Road,  Boston,  Mass. 
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On  the  sixth  day,  increasing  abdominal  distension, 
shifting  dullness,  and  a fluid  wave  were  observed.  On 
the  following  day  massive  hematemesis  recurred.  De- 
spite transfusions  of  blood,  administration  of  diuretics 
and  PitressinS',  and  inflation  of  the  .Sengstenken- 
Blakemore  tube,  bleeding  persisted  and  the  patient 
dietl  on  the  ninth  hospital  day. 


Figure  1:  .Selective  Celiac  Angiogram.  .Arterial  Phase. 

A.  Large  clusters  of  abnormal  tumor  vessels  involving 
the  right  lobe  of  the  liver. 

15.  Hepatic  artery-portal  venous  shunting  with  large 
hi  ling  defect  in  the  dilated  portal  vein. 


Figure  4:  Hepatocarcinoma  with  cellular  elements 

located  in  a trabecular  pattern.  H & E X 160. 


Figure  2:  Selective  Celiac  .Angiogram.  A'enous  Phase. 
.\.  Multiple  gastric  varices. 

15.  Coniiast  medium  rapidly  appears  in  the  stiperior 
mesenteric  vein  indicating  retrogiade  filling  of  the 
portal  venous  system. 


.■\t  autopsy,  the  abdominal  cavity  contained 
3000  cubic  centimeters  of  clear,  straw-colored 
fluid.  The  liver  weighed  2350  Grams  and  was 
finely  nodular.  Multiple  large  tan  tumor  nod- 
ules were  seen  on  the  itpper  and  lower  surface 
of  the  enlarged  right  lobe.  The  portal  vein 
and  its  major  intra-hepatic  branches  were 
completely  occluded  by  tumor  tissue  (Figure 
3).  The  spleen  weighed  430  Grams  and  ap- 
peared congested  on  sectioning.  Multiple  eso- 
phageal and  gastric  varices  were  identified 
with  three  discrete  areas  of  rupture  at  the 
cardio-esophageal  junction.  No  metastatic  foci 
of  tumor  were  noted. 

Microscopic  sections  of  the  liver  showed  dif- 
fuse fibrosis  with  irregular  pseudolobules.  The 
fibrous  bands  varied  in  thickness  and  con- 
tained minimal  round  cell  infiltrate  and  few 
bile  ductules.  Sections  from  the  right  lobe  of 
the  liver  revealed  extensive  deposits  of  tumor 
wliicli  has  a traliecular  appearance.  Many  of 


Figure  3:  The  inferior  surface  of  the  liver  reveals  the 
dilated  extrahepatic  portal  vein  occluded  with  tumor 
(arrow)  . 
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the  tumor  cells  showed  latty  vacuolatioii 
(Figure  Microscopic  evidence  of  hepato- 
carcinonia  was  noted  in  both  jjortal  and  hepa- 
tic venous  channels. 

Discussion 

The  diagnosis  of  massive  upper  gastrointes- 
tinal bleeding  requires  a combination  of  clini- 
cal, endoscopic,  and  radiologic  skills.  In  the 
case  presented,  the  clinical  findings  of  marked 
liver  enlargement  associated  with  a distinct 
bruit  over  the  right  lobe  suggested  hepatoma. 
This  is  a rapidly  growing  highly  vascular  neo- 
plasm with  a tendency  to  form  arterio-venous 
shunts  between  the  enlarged  supplying  hepa- 
tic artery  branches  and  the  portal  venous  sys- 
tem. The  bruit  is  attributed  to  the  increased 
hepatic  artery  blood  flow  shunting  into  portal 
venous  channels.^’  * Esophageal  and  gastric 
varices  were  demonstrated  by  barium  meal 
and  bleeding  from  esophageal  varices  was 
confirmed  by  endoscopy. 

The  known  predilection  of  hepatocarcinoma 
for  portal  vein  invasion  further  suggested  this 
phenomena  as  the  cause  of  this  patient’s  por- 
tal hypertension  and  subsequent  bleeding.  The 
increased  incidence  of  portal  vein  invasion 
with  thrombosis  associated  with  hepatoma  has 
been  variously  reported  in  clinical  series  as 
ranging  from  26  to  33  per  cent.®’  ^ These 
figures  represent  a 15-fold  increase  in  the  fre- 
quency with  which  portal  vein  thrombosis  was 
observed  in  patients  with  cirrhosis  uncompli- 
cated by  neoplasia.® 

Selective  celiac  angiography  was  performed  to 
confirm  the  etiology  and  mechanism  of  gas- 
trointestinal bleeding.  As  shown  in  the  films 
selected  from  the  study,  this  procedure  clearly 
demonstrates  the  radiologic  features  of  a dif- 
fusely infiltrating  hepatocarcinoma  with  many 
enlarged  tumor  vessels  arising  from  the  hepa- 
tic artery.  The  presence  of  hepatic  artery  to 
portal  vein  shunting  is  diagnostic  of  hepato- 
ma, and  differentiates  this  lesion  radiological- 
ly  from  other  primary  or  metastatic  tumors 
involving  the  liver. ^ Due  to  the  rapid  flow  of 
contrast  medium  through  these  arterio-venous 
shunts,  there  is  retrograde  filling  of  the  portal 


venous  system  during  the  early  angiographic 
phase.  Invasion  of  the  portal  vein  by  tumor 
thrombus  is  also  seen.  Films  obtained  during 
the  venous  phase  are  of  value  in  demonstrat- 
ing filling  of  the  gastric  collateral  and  mesen- 
teric veins,  further  indicating  portal  hyperten- 
sion. Extravasation  of  dye  into  the  lumen  of 
the  upper  gastrointestinal  tract  is  not  seen  as 
the  bleeding  has  ceased  during  the  time  of  the 
procedure. 

The  gross  and  microscopic  findings  at  post 
mortem  examination  fully  confirm  the  clinical 
and  radiologic  findings.  Although  the  addi- 
tional pathologic  report  of  macro-nodular  cir- 
rhosis was  not  anticipated,  it  is  well  known 
that  the  majority  of  cases  of  hepatoma  in 
adults  in  this  hemisphere  are  associated  with 
pre-existing  cirrhosis.”  The  cause  of  cirrhosis 
in  this  patient  is  unclear.  Veno-occlusive  dis- 
ease of  the  liver  was  considered  in  view  of  the 
patient’s  Jamaican  origin;  but  the  characteri.s- 
tic  occlusive  changes  of  the  central  and  smaller 
hepatic  venous  branches  were  not  .seen.'" 

Summary 

A case  report  is  presented  demonstrating 
the  value  of  selective  celiac  angiograjthy  in 
determining  the  etiology  and  mechanism  of 
upper  gastrointestinal  bleeding  in  a pa- 
tient with  hepatoma,  portal  vein  invasion, 
and  portal  hypertension. 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  Into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 


the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease'  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.-.  Geriatrics  .^5. 134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than  effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 
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Ochronosis  is  a rare  metabolic  disorder,  conventionally 
diagnosed  by  calcification  of  the  intervertebral  disc. 
Actually,  as  the  authors  here  fioint  out,  this  is  not  a 
dependable  pathognomic  sign. 


The  Calcified 
Intervertebral  Disc 

A Non-Specific  Roentgenologic  Sign 


Jay  A.  Cohen,  M.D.  and 

Emanuel  Abraham,  M.D./Asbury  Park* 

A white  line  between  two  vertebrae  on  spine 
x-ray  is  said  to  be  diagnostic  of  ochronosis,  a 
rare  metabolic  diseased*  * While  internists 
have  suggested  this  interpretation,  a very  old, 
parallel  group  of  writings  by  radiologists  indi- 
cates that  the  calcified  intervertebral  disc 
(CID)  is  common  in  many  other  situations. 
In  this  report  we  show  by  chemical  tests  that 
patients  with  CID  do  not  always  have 
ochronosis  and  we  show  that  the  CID  is  a 
common  finding  on  routine  x-rays. 

To  determine  whether  CID  is  rare  or  com- 
mon in  the  general  population,  we  selected 
from  the  files  of  our  general  internal  medicine 
practice  100  consecutive  lateral  chest  x-rays  in 
which  there  were  at  least  four  clearly  visible 
intervertebral  spaces  and  we  examined  these 
lateral  views  for  CID.  We  found  that  five  of 
the  100  lateral  chest  x-rays  showed  a calcified 
disc.  The  CID  did  not  appear  in  any  particu- 
lar area  of  the  intervertebral  space  and  varied 
in  width  from  2 to  6 millimeters  without  any 
associated  interspace  narrowing.  Because  of 
the  sampling  method  and  x-ray  technic  our 
figure  may  not  represent  the  true  incidence  of 
CID  but  it  clearly  illustrates  that  CID  is  not 
uncommon. 

In  four  cases  with  CID  seen  before  the  study, 
a negative  Benedict’s  test  occurred,  ruling  out 
any  homogentisic  acid  in  the  urine  and  there- 
by ruling  out  ochronosis.  One  example  is 


The  two  plain  arrows  point  to  calcified  intervertebral 
discs;  the  crossed  arrow  points  to  a line  of  air  density, 
a "vacuum  sign,"  parallel  to  the  horizontal  surface  of 
the  vertebra  in  a patient  who  had  no  homogentisic 
acid  in  the  urine,  no  arthritis,  and  no  hyperpigmenta- 
tion to  suggest  ochronosis. 

shown  in  the  figure  which  is  an  x-ray  of  a 
patient  who  had  two  calcified  intervertebral 
discs  and  a “vacuum  sign”  although  there  tvas 

• Dr.  Cohen  is  Clinical  Instructor  of  Medicine  at 
New  York  Medical  College,  and  Dr.  .Abraham  is  Chief 
of  the  Department  of  Medicine  at  Jersey  Shore  Medi- 
cal Center,  Neptune. 
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no  hoinogentisic  acid  in  the  urine  and  no 
clinical  hint  of  ochronosis. 

This  study  shows  what  has  been  extensively 
implied  by  others — that  opacification  of  the 
intervertebral  space  does  not  always  mean 
ochronosis.  While  the  link  between  CID  and 
ochronosis  was  established  in  1941,  Sanstrom® 
pointed  out  that  pathologists  knew  of  disc  cal- 
cification in  1858  and  radiologists  demonstrat- 
ed opacification  between  vertebrae  in  1897. 
Since  then,  there  have  been  reports  of  CID 
with  tuberculosis  of  the  spine, post- 
traumatic  kyphosis,"  herniated  nucleus  pul- 
posus,®  hemachromatosis,”  articular  chon- 
drocalcinosis,^®  and  acromegaly.^^  It  also  may 
occur  in  normals  at  any  age  and  at  any  inter- 
space^^. It  may  be  permanent  or  temporary.® 

The  widespread  assumption  that  opacification 
between  vertebrae  always  represents  calcium 
appears  warranted  in  view  of  Hendry’s 
demonstration^®  that  discs  do  not  imbibe 
water,  which  is  the  only  other  common  radi- 
opaque substance  in  the  body. 

While  certain  x-ray  features  in  CID  suggest 
ochronosis,  the  diagnosis  of  this  rare  disease 
by  x-ray  alone  is  not  possible  and  not  neces- 
sary. The  roentgenographic  features  suggest- 
ing ochronosis'^  are:  opacification  at  several 
levels,  calcification  which  is  dense  and  extends 
from  one  edge  of  the  spine  to  the  other  and 
an  interspace  which  is  narrowed.  On  the  oth- 
er hand  ochronosis  is  a progressive  disease  in 
which  calcification  is  absent  or  minimal  in 
early  stages,  whereas  other  features  of  the  dis- 
ease become  obvious  in  the  late  stages  of 
heavy  calcification.'®  As  illustrated  in  the 
figure,  the  “vaciuim  sign”  is  probably  of  no 
help  diagnostically  because  it  also  occurs  in 
osteoarthritis  and  because  such  a line  of  air 
density  parallel  to  the  top  of  a vertebra  may 
actually  be  normal  since  it  occurs  in  the  nor- 
mal hip.'® 

Since  ochronosis  is  a disease  of  hoinogentisic 
acid  excess,  diagnosis  depends  upon  evidence 
of  the  chemical  in  the  urine  or  in  tissues.  In 
the  urine  hoinogentisic  acid  can  be  measured 
by  specific  electrophoretic  or  chemical  tests. 


but  for  ordinary  purposes  its  effect  on  reduc- 
ing substances  such  as  Benedict’s  solution  can 
alert  the  clinician  to  its  possible  presence  and 
in  this  report  we  used  a negative  Benedict’s  re- 
action to  rule  out  ochronosis.  Clinically,  homo- 
gentisic  acid  turns  urine  dark  on  standing  and 
because  sweat  also  turns  black,  jratients  with 
ochronosis  may  have  blackened  clothing.  On 
inspection  such  patients  may  have  dark  sclerae. 
Pathologically,  all  cartilages  can  turn  brown 
and  calcify,  particularly  the  ear,  rib  and 
trachea  cartilages.  The  ossification  de- 
scribed" pathologically  in  the  discs  of 
ochronosis  patients  is  probably  not  specific  for 
ochronosis  for  it  has  been  described  in  disc 
calcification  of  other  causes.  Since  the  carti- 
lage degradations  of  ochronosis  are  usually 
associated  with  osteoarthritis,  the  CID  with- 
out osteoarthritis  is  not  likely  to  be  ochrono- 
sis. 
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Dr.  Lutz  here  offers  a simple  method  for  reducing  the 
likelihood  of  a headache  after  a spinal  lap. 


Postiumbar  Puncture  Headache 
Can  Be  Prevented 


Elmar  G.  Lutz,  M.D. /Wayne 

Ever  since  Quincke  in  1891  perlorined  the 
first  diagnostic  spinal  tap,  postspinal  puncture 
headache  has  plagued  patients  and  their 
physicians.  These  headaches  often  occur  only 
when  the  patient  is  erect,  so  it  seems  logical 
that  a pressure  differential  was  produced  be- 
tween the  cerebral  and  sjiinal  cerebrospinal 
fluid  compartments.  Then  it  seemed  ecpially 
logical  to  assume  that  the  recumbent  position 
could  prevent  this  type  of  headache. 

\\'ith  this  in  mind,  I performed  68  lumbar 
punctures  on  adult  patients  during  my  years 
of  medical  practice.  None  of  my  patients  ex- 
perienced any  postiumbar  puncture  headache. 
Most  lumbar  punctures  were  on  an  ambulato- 
ry basis.  Each  patient  after  Inndaar  puncture 
was  instructed  to  return  (juickly  to  the  car 
(not  to  be  driven  by  the  patient)  and  to 
assume  a knee-chest  position  in  the  back  seat 
of  the  car  until  his  return  home.  At  home  the 
patient  was  immediately  to  go  in  a recum- 
bent, prone  (face-dowui),  horizontal  position, 
for  four  hours.  The  out-patient  was  allowed 
to  walk  the  short  distance  between  office  or 
out-patient  department  to  the  car  and  from 
the  car  to  the  home.  These  measures  Avere 
sufficient  to  prevent  postspinal  headache,  i.e., 
allowed  enough  time  and  freedom  from  cere- 
brospinal fluid  (CSF)  pressure  gradients  for 
the  dural  defect  to  be  sealed  off,  thus  imped- 
ing CSF  drainage  from  the  spinal  sid)arach- 
noid  into  the  epidural  space. 

Lumbar  puncture  was  accomplished  by  insert- 
ing most  frequently  an  18-gauge  short- 
beveled  spinal  needle  (with  a sharp-pointed 


stylet  fitting  snugly  into  the  needle  shaft)  into 
the  L4-5  or  (less  frequently)  L3--1  interspace. 
While  in  one-third  of  jjatients,  a 19-gauge  or 
20-gauge  needle  was  used,  1 prefer  the 
18-gauge  needle  which  is  less  flexible,  allow- 
ing better  perforation  of  the  tissue,  particidar- 
ly  of  the  often  calcified  ligamentum  flavum. 
^^ost  of  the  lumbar  punctures  were  done  with 
the  patient  in  the  sitting  ratlier  than  in  the 
recumbent  position. 

From  a theoretical  point  of  view  it  coidd  be 
argued  that  the  use  of  a smaller  bore  needle 
would  be  more  advisable  since  the  dural  de- 
fect would  be  smaller.  Gillaiub,  with  this  in 
mind,  used  24-gauge  needles.  In  practice,  how- 
ever, the  use  of  larger  bore  needles  has  not 
hindered  the  coni])lete  prevention  of  post- 
spinal headache  when  combined  tvith  my 
method.  The  advantage  of  new,  disposable 
needles,  i.e.,  needles  without  hooks,  is  ol)vi- 
ous. 

I’he  incidence  of  sjjinal  puncture  headache  is 
said  to  be  in  the  10  to  25  per  cent  range.  The 
headaclie  presumably  results  from  traction  on 
the  cerebral  dura  and  blood  ve.ssels  following 
the  leakage  of  C^SF  through  the  spinal  dura. 
The  headache  may  jjcrsist  for  se\eral  days  or 
even  weeks  with  the  highest  incidence  being 
reported  on  the  third  day.  Female  patients 
.seem  to  experience  postspinal  headache  more 
frequently. 

Lumbar  puncture  headache  is  much  more 
likely  to  develop  in  individuals  with  normal 
CSF  than  in  those  with  abnonnal  fluids 
(Schofield).-  The  patient  experiences  front- 
al and  occipital  headache  and  nuchal  pain 
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shortly  after  he  assumes  the  erect  position. 
Nausea  and  vomiting  often  follow  and  may 
even  raise  the  question  of  a developing  men- 
ingitis. Occasionally,  an  abducens  palsy  will 
appear  following  lumbar  puncture. 

Collateral  evidence  for  the  assumption  that 
reduction  of  CSF-pressure  in  the  cerebral 
subarachnoid  space  is  responsible  for  the 
headache  following  lumbar  puncture,  is  ob- 
tained from  the  observation  of  Arnvig.®  He 
mentioned  that  in  certain  inner  ear  diseases, 
hearing  is  transiently  improved  with  lumbar 
puncture,  whereas  in  normal  people  there 
may  be  a transitory  decrease  of  hearing. 
These  findings  are  explained  on  the  basis  of  a 
reduction  of  CSF  j^ressure  in  the  subarach- 
noid space  with  reduction  in  the  intralabyrin- 
thine  fluid  pressure  by  way  of  the  cochlear 
aqueduct. 

'Fhe  treatment  of  postlumbar  puncture 
headache  consists  in  keeping  the  patient  in  a 
horizontal  position  until  the  condition  sub- 
sides. The  practice  of  keeping  the  patient  flat 
in  bed  for  a period  of  12  to  24  hours  follow- 
ing lumbar  puncture  generally  was  not  con- 
sidered instrumental  in  reducing  the  inci- 
dence of  spinal  puncture  headache. 

.\ziz  et  al*  tried  vasopressin  in  the  prophy- 
laxis of  lumbar  puncture  headache  but  the 
incidence  was  unaffected.  They  felt,  however, 
severe  reactions  appeared  less  frequently  in 
the  treated  group.  Moderately  severe 
headaches  occurred  in  26  per  cent  of  those 
receiving  vasopressin.  They  concluded  that 
routine  use  of  this  drug  for  the  prevention  of 
lumbar  puncture  headache  is  not  justified. 

Ozdil  and  Powell®  tried  to  prevent  jmncture 
headache  by  attempts  to  seal  the  needle  punc- 
ture site,  the  dural  defect,  with  a small  clot  of 
the  patient’s  own  blood.  Du  pout  and  Sphire® 
also  used  an  epidural  blood  patch  by  injec- 
tion of  autologous  blood  to  prevent  postspinal 
headache  in  {xtstpartum  patients.  They  did  42 
epidural  blood  patches  in  41  patients.  The 
headache  was  relieved  almost  immediately  af- 
ter injection  in  all  but  two  patients.  In  these 
two,  relief  was  delayed  only  two  to  four  hours. 


Relief  was  not  lasting  in  one  patient.  In 
view  of  the  danger  of  infection  they  felt,  how- 
ever, this  procedure  should  be  used  only  in 
patients  with  headache  so  severe  that  it  inter- 
feres with  normal  recovery. 

Bedrest,  increased  peroral  and  intravenous 
fluid  intake  and  injection  of  5 mg  desoxycortl 
costerone  acetate  eveiy  8 hours  were  the  meas- 
ures first  used  by  Di  Giovanni  and  Dunbar". 
If  unsuccessful,  an  epidural  placement  of  the 
needle  was  made  and  10  ml  autologous  blood 
was  injected  into  the  epidural  space.  The  pa- 
tient was  placed  supine  and  500  to  1000  ml 
lactated  Ringer’s  solution  was  given  in- 
travenously. After  30  minutes  supine,  the  pa- 
tient was  allowed  to  walk.  Of  45  patients, 
immediate  and  permanent  relief  occurred  in 
41.  In  five  j^atients  they  carried  out  the 
procedure  prophylactically  immediately  fol- 
lowing lumbar  puncture. 

Gillandi  aside  from  using  24-gauge  needles 
supplied  27  ambulatory  patients  with  an  ab- 
dominal belt  following  lumbar  puncture.  The 
abdominal  belt  was  tightened  sufficiently  to 
raise  the  CSF  pressure  to  about  200  milli- 
meters of  water.  The  belt  was  used  for  at  least 
a day  and  a night  following  the  tap.  Four  pa- 
tients experienced  headache,  but  three  ob- 
tained relief  by  lying  down  temporarily  and 
tightening  the  belt  further.  Gilland  felt  his 
procedure  would  facilitate  the  healing  of  the 
dural  defect.  On  closer  scrutiny  it  can  be  seen 
that  the  15  per  cent  occurrence  of  postlumbar 
puncture  headache  in  his  patients  does  not 
differ  from  the  statistical  occurrence  without 
treatment.  That  the  headache  was  relieved  by 
lying  down  is  also  not  surprising  since — 
except  for  lumbar  punctures  associated  with 
injection  of  contrast  media — the  headache 
only  occurs  in  the  erect  position. 

Confronted  with  such  reports  I felt  obligated 
to  report  my  simple  and  successful  method.  I 
emphasize  the  prone  (face-down)  and  hori- 
zontal position.  CSF  leakage  for  obvious  rea- 
sons occurs  more  easily  in  the  supine  jxtsition. 
The  initial  knee-chest  position  (approximate- 
ly one-half  hour)  is  favorable  from  a fluid- 
dynamic  point  of  view  but  should  be  intermit- 
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tent  to  avoid  ceplialic  congestion. 

While  the  drainage  ot  CSF  jtroducing  a 
diminution  of  intracranial  jJ^'^ssure  with 
retraction  of  the  brain  from  the  dura  is 
held  responsible  for  postlumbar  puncture 
headache,  it  appears  that  it  is  less  the  static 
than  the  dynamic  diminution  of  intracranial 
(iSF  pressure  which  is  responsible.  This  dy- 
namic diminution  is  accompanied  by  increased 
CSF  flow,  i.e.  a steeper  pressure  gradient,  be- 
tween cerebral  and  lumbar-spinal  CSF  com- 
partments at  opposite  ends,  very  obvious  in 
the  erect,  gravity-facilitated  position.  There  is 
no  pres.sure  gradient  in  the  ca.se  of  the  cistern- 


al j)uncture  and  therefore  no  postpnncture 
headache. 
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806  Valley  Road 


Booklet  on  Nuclear  Examinations 

Reassurance,  via  some  lively  reading,  is  avail- 
able for  the  apprehensive  patient  scheduled 
for  examination  by  an  in  vivo  radioactive 
diagnostic  procedure. 

Informatively  written  and  whimsically  illus- 
trated by  Marshall  Brucer,  M.D.,  a series  of 
24-j)age  booklets  on  scanning  tests  for  lung, 
liver,  brain,  and  thyroid  function  has  been 
published  by  Mallinckrodt/Nuclear  as  an  as- 
sist for  the  physician  or  laboratory  techni- 
cian. 

Technically  accurate  but  interspersed  with 
light-hearted  explanations,  the  booklets  relate 
why  the  tests  are  necessary,  what  they  can 
show  the  doctor,  and  the  principles  on  which 
they  are  ba.sed.  FJtilizing  graphic  contrasts,  the 
booklets  point  up  the  relatively  tiny  amounts 
of  radioactive  material  used  in  each  test. 

Medical  personnel  may  obtain  free  supplies 
of  one  or  more  of  the  booklets  by  writing 
Mallinckrodt/Nuclear,  675  Brown  Road, 
Hazelwood,  Missouri  63042. 


Hazards  of  Barbiturates 

The  Bureau  of  Narcotics  and  Dangerous 
Drugs  has  proposed  restricting  sales  of  nine 
barbiturates  which  were  described  as  highly 
addictive  and  linked  to  1,771  suicides  and 
deaths  in  the  last  17  months.  The  Bureau 
said  the  barbiturates  are  more  dangerous 
than  heroin.  “’W^ithdrawal  from  these  drugs 
can  be  fatal  and,  in  many  instances,  with- 
tlratval  symptoms  are  more  severe  from  a bar- 
biturate habit  than  from  heroin  addiction,” 
BNDD  Director  John  E.  Ingersoll  said.  He 
identified  the  barbiturates  by  their  generic 
names  as  amobarbital,  butabarbital,  cyclobar- 
bital,  heptabarbital,  pentobarbital,  probarbi- 
tal, secobarbital,  talbutal,  and  vinbarbital.  He 
listed  five  brand-name  drugs:  Seconal  (.seco- 
barbital), Tuinal  (amobarbital  and  seco- 
barbital) , Amytol  (amobarbital) , Nembutal 
(pentobarbital)  and  Butisol  (butabarbital). 

The  BNDD  Director  asked  the  Food  and 
Drug  Administration  to  place  the  nine  bar- 
biturates under  the  same  controls  for  cocaine, 
morphine,  codeine,  methadone,  and  am- 
phetamine. 
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T4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TWO  GOOD  REASONS  ^ 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 

(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)’; 

(2)  since  SYNTHROID  contains  onl^ 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage,  ti 
Caution  should  be  exercised  in  | 
administering  the  drug  to  patients  i 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or. 
write  Flint  Laboratories. 


H test 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

! P.B.I. 

Less  than  4 meg  % 

6-10  meg  % ^ 

' H0\ 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

Ta  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 

0.7-2.5 

nanograms  % 

nanograms  % 

I Murphy-Pattee  | 

Less  than  2.9 
i meg  % ,1 

4-1 1 meg  % 
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•ATIENTS  CAN  BE 
UCCESSFULLY 
lAINTAINED  ON  A 
)RUG  CONTAINING 
'HYROXINE  ALONE. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


hyroxine  (T4)  is,  as  you  know, 
le  major  circulating  hormone 
reduced  by  the  thyroid  gland. 

, is  also  produced,  in  smaller 
mounts,  and  is  active  at  the 
allular  level.  For  years  it  has  been 
working  hypothesis  among 
ndocrinologists  that  T4  is 
onverted  by  the  body  to  T3.  In 
370  this  process,  called 
jeiodination,”  was  demonstrated 
yBraverman,  Ingbar,  and  Sterling^. 
4 does  convert  to  T3,  though  the 
recise  quantities  are  still  being 
tudied. 

The  conversion  has  been 
linically  demonstrated  during  the 
dministration  of  T4  to  athyrotic 
atients.  Their  thyroid  status  is 
ormalized  on  SYNTHROID  alone, 
et  the  presence  of  T3  in  these 
atients  has  been  clearly  shown. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID=> 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 
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rHE  FACTS  ARE 
XEAR  AND  HERE 
:S  OUR  OFFER. 

•ACTS: 

Synthetic  thyroid  drugs  are  an 
mprovement  over  animal  gland 
)roducts.  Patients,  even  athyrotic 
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Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  'xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
vyeight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds's  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  heart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  PBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection.-  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 
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A Shoo  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 
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ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impolence 

due  to  androgenic  deficiency  in  the  American  male. 


Android  5® 

Methyltestosterone  N.F.-5  mg. 

Android  10 

Methyltestosterone  N.F.  -10  mg. 


DESCRIPTION:  Methyltestosterone  is  17/7-Hydroxy-17-MethyIandrost-4-en 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androeenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency. 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor- 
chidism with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  In  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy,  in  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre- 
cocious sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  P0I  may  be  decreased  in  patients  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention.  • Priapism  • Virili- 
zation in  female  patients  • Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION  A.erajeD,ilyD0S3|e 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg. 

Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchlsm  30  mg. 

HOW  SUPPLIED:  5,  10.  25  mg.  in  bottles  of  60.  250. 
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There  is  a developing  role  for  urgent  surgery  in  the 
control  of  cardiac  arrhythmias. 


Emergent  Surgery  in  the 
Management  of  Coronary 
Artery  Disease* 


Joseph  D.  Cohn,  M.D.  and 

Harvey  E.  Nussbaum,  M.D./Livingston 

With  the  growth  of  well-staffed  and  well- 
equipped  community  hospital-based  coronary 
care  units,  deaths  from  arrhythmic  complica- 
tions of  acute  myocardial  infarction  have 
been  significantly  reduced.  New  procedures 
have  resulted  in  an  effective  approach  toward 
the  management  of  acute  myocardial  infarc- 
tion. Though  deaths  continue  to  occur  as  a 
result  of  uncontrolled  arrhythmias,  death  from 
myocardial  infarction  may  also  be  due  to 
cardiogenic  shock  or  refractory  cardiac  fail- 
ure. Acute  structural  alterations  within  the 
myocardium  including  cardiac  rupture,  acute 
interventricular  septal  perforation,  papillary 
muscle  rupture,  and  ventricular  aneurysm 
also  result  in  a high  mortality.^  Until  recent- 
ly, urgent  surgery  for  patients  with  acute 
functional  and  structural  alterations  associ- 
ated with  myocardial  infarction  has  been  in- 
frequent because  of  the  near  prohibitive  mor- 
tality. 

The  current  availability  and  early  application 
of  mechanical  circulatory  assistance  has  al- 
lowed hemodynamic  stabilization  of  patients 
with  cardiogenic  shock.  It  has  provided  an 
additional  time  during  which  further  diagnos- 
tic studies^  including  cardiac  catheterization, 
cine-coronary  angiography,  and  left  ventricu- 
lography may  be  performed  to  define  altered 
myocardial  anatomy  and  function. 

Cardiogenic  Shock 

Cardiogenic  sliock  complicating  acute  myo- 
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cardial  infarction  or  myocardial  failure  from 
other  causes  presents  a formidable  threat  to 
life.  It  is  associated  with  a high  mortality 
rate  when  treatment  is  based  solely  on  a phar- 
macologic regimen.  The  recent  development 
and  availability  of  devices  for  improving 
cardiac  hemodynamics  has  provided  a valu- 
able approach  to  the  problem  of  cardiogenic 
shock  and  associated  pump  failure.® 

The  principles  of  mechanical  assistance  to  the 
failing  ventricle  are  currently  being  de- 
veloped through  the  use  of  intra-aortic  bal- 
loon counterpulsation  technics.  Through  this 
modality  a dual-chambered  balloon  catheter 
conforming  to  the  shape  of  the  intra-thoracic 
aorta  is  introduced  through  a femoral  arteri- 
otomy  incision.  Balloon  filling  is  synchronized 
with  the  diastolic  phase  of  the  cardiac  cycle 
providing  augmentation  of  coronary  arterial 
flow.  Rapid  emptying  of  the  intra-aortic  bal- 
loon occurs  during  cardiac  systole  and  reduces 
pre-load,  diminishing  myocardial  work."* 

The  Datascope  System  80  Intra-aortic  Balloon 
Counterpulsation  Unitt  is  currently  used  at 
Saint  Barnabas  Medical  Center  for  patients 
with  cardiogenic  shock.  Patient  selection  is 
based  on  j)hysiologic  |)arameters  and  re- 
sponse to  medical  therapy,  as  initially  pro- 
posed by  Goetz  and  co-workers.®  The  defini- 
tion of  cardiogenic  shock  is  based  upon  the 
clinical  low  cardiac  output  syndrome  and 
must  include  a systolic  blood  pressure  of  less 

•From  the  Saint  Barnahns  ^^etlical  Center,  Livingston. 
New  Jersey. 

tDatascope  System  80,  Oatascope  Corporation,  ,'>20 
Victor  Street,  Saddlebrook,  New  Jersey  07602. 
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than  80  (or  less  than  100,  if  formerly  hyper- 
tensive) and  a urine  oupnt  less  than  20  ml. 
per  hour.  Initial  medical  treatment  of  the 
patient  with  cardiogenic  shock  consists  of  vol- 
ume replacement  and  inotropic  agents  as  well 
as  additional  supportive  therapy.  If  a low 
cardiac  output  syndrome  persists  as  docu- 
mented by  serial  cardiac  output  studies  and 
corroborated  by  persistent  hypotension  and 
oliguria  unresponsive  to  medical  management, 
early  intra-aortic  balloon  pumping  is  recom- 
mended. 

Intra  aortic  balloon  countcrpulsation  is  done 
with  a dual-chambered  intra-aortic  assist 
device.  The  jjortable,  battery  operated  mode 
of  this  equipment  allows  intra-aortic  balloon 
pumping  to  be  performed  anywhere  in  the 
hospital  and  permits  transportation  of  pa- 
tients between  hospital  facilities. 

Under  local  anesthesia  at  the  bedside,  the 
femoral  artery  is  cannulated  under  direct 
vision  and  an  appropriate  dual-chambered  in- 
tra-aortic balloon  is  guided  into  the  thoracic 
aorta  segment.  The  balloon  cannula  is  then 
attached  to  the  control  unit  and  phasic  bal- 
loon inflation  ami  deflation  is  commenced 
synchronous  vvdth  cardiac  diastole  and  systole. 
This  technic  has  produced  reversal  of  the 
cardiogenic  shock  state.  Pidmonary  edema 
clears,  urine  output  increases,  and  the  balance 
between  myocardial  oxygen  demand  and 
myocartlial  oxygen  supply  improves.®  It  has 
given  several  hours  of  additional  time  neces- 
sary in  some  instances  further  to  evaluate 
myocardial  dynamics  through  cardiac  cathe- 
terization and  coronary  angiograjdiic  studies. 

Rupture  of  Ventricular  Septum 

Ventricular  septal  rupture  is  an  uncommon 
event  following  acute  myocardial  infarction 
and  accounts  for  fewer  than  2 per  cent  of  all 
deaths  following  myocardial  infarction.  Rup- 
ture of  the  ventricular  septum  usually  occurs 
in  the  lower  muscular  septal  area  and  is  asso- 
ciated with  an  anterior  septal  infarct.  This 
complication  usually  occurs  within  the  first 
week  after  myocardial  infarction  and  becomes 
clinically  apjjarent  by  the  sudden  deteriora- 


tion in  clinical  status  manifested  by  the  de- 
velopment of  a loud  systolic,  parasternal  mur- 
mur and  progressive  biventricular  failure  in 
an  already  compromised  heart. 

The  diagnosis  of  this  complication  must  be 
strongly  suspected  during  the  abrupt  onset  of 
a harsh  systolic  murmur  at  the  left  sternal 
border.  Since  it  is  difhcidt  clinically  to  distin- 
guish ruptured  ventricidar  septum  from  mi- 
tral regurgitation  (due  to  rupture  of  the  pap- 
illary muscle),  cardiac  catheterization  is 
necessary  to  establish  the  diagnosis.  The  most 
expedient  method  for  establishing  the  diag- 
nosis of  ruptured  ventricular  septum  should 
be  utilized.  Reliance  shoidd  be  placed  pre- 
dominantly on  oxygen  saturation  series  and 
indicator  dilution  studies.  Ventriculography 
and  cine-coronary  angiography  have  little 
place  in  the  emergency  diagnostic  study  in 
patients  with  uncompensated  left  ventricular 
failure  since  surgery  is  directed  toward  repair 
of  the  ventricular  septal  defect  only.  Surgical 
revascularization  of  the  coronary  arterial  cir- 
cidation  is  based  on  standard  criteria  follow- 
ing repair  of  the  interventricular  septal  de- 
fect. 

Since  24  per  cent  of  patients  die  within  24 
hours  following  the  development  of  septal 
rupture,  attempts  at  surgical  correction  are 
well  justified  if  the  patient  can  no  longer  be 
siqjported  by  a well-controlled  medical  regi- 
men. Surgical  approaches  in  the  past  have  in- 
cluded right  or  left  ventriculotomies  for  repair 
of  the  ventricular  septal  defect  combined  with 
infarctectomies^  and  left  ventricular  aneurys- 
mectomies with  total  cardiopulmonary  by- 
pass.® Coronary  arterial  revascularization  is 
usually  deferred  to  a later  date,  as  acute, 
uncompen.sated,  clinical  deterioration  less 
than  two  weeks  from  the  time  of  septal  rup- 
ture with  a left  to  right  shunt  greater  than 
to  1 is  a sufficient  hemodynamic  reason  for 
refractorv  myocardial  failure.  In  this  situation 
closure  of  the  delect  combined  with  or  with- 
out infarctectomy  is  the  procedure  of  choice. 
If  the  hemodynamic  abnormality  caused  by 
the  left  to  right  shunt  is  marginal  and  left 
ventricular  power  failure  is  the  dominant  he- 
modynamic defect,  direct  coronary  artery  re- 
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vascularization  may  be  combined  with  closure 
ol  the  acquired  septal  delect.  Similarly,  if 
medical  management  has  residted  in  compen- 
sated myocardial  hemodynamics  over  a period 
of  1 to  8 weeks  following  septal  rupture  a 
more  thorough  evaluation  of  coronary  artery 
anatomy  and  ventricidar  function  is  strongly 
indicated  with  a \iew  toward  conil)ined  septal 
defect  re]jair  and  coronary  artery  revascidari- 
zation. 

Papillary  Muscle  Rupture 

RiqUiire  of  the  ]>osterior  papillary  muscle  fol- 
lowing a posterior  wall  myocardial  infarction 
allows  prolapse  of  the  posterior  leaflet  of  the 
mitral  valve  during  ventricidar  systole.  Acute 
mitral  regurgitation  produced  Ijy  this  means 
and  a.ssociated  with  an  already  compomised 
left  ventricular  muscle  residts  in  a significant 
and  abrupt  clinical  deterioration  leading 
toward  intractable  left  ventricular  failure  and 
cardiogenic  shock.  The  high  mortality  of  this 
complication  necessitates  prompt  diagnostic 
confirmation  and  differentiation  from  ventric- 
ular septal  rupture.  In  the  critically  ill  |)a- 
tient  with  nncoin]jensated  left  ventricular  fail- 
ure, right  heart  cardiac  catheterization  is 
presently  the  procedure  of  choice.  Pressure 
measurements  and  oxygen  saturation  series 
are  sufficient  to  establish  the  diagnosis. 

Cdiance  for  survival  following  surgery  is  im- 
proved if  surgical  repair  can  be  eflected  sever- 
al months  after  the  acute  infarction  has  oc- 
curred. To  this  end,  medical  therapy  is  con- 
tinued in  the  early  post-infarction  jteriod  if 
hemodynamic  stability  and  functional  im- 
provement occur.  Failure  of  medical  therapy 
is  not  infrequent  and  it  is  also  nnnsnal  for 
functional  recovery  to  proceed  to  the  extent 
that  surgical  repair  is  no  longer  indicated.  If 
intensive  medical  therapy  does  not  result  in 
improved  myocardial  dynamics,  urgent  cardi- 
ac catheterization  is  indicated.  The  occur- 
rence of  refractory  left  ventricular  failure, 
pulmonary  edema,  or  cardiogenic  shock  dic- 
tates the  need  for  immediate  circulatory  assist- 
ance to  obtain  cardiovascular  stabilization 
tinring  the  period  reqiured  for  diagnostic 
studies.  In  this  situation,  where  left  ventricu- 


lar power  failure  is  associaletl  with  acute  mi- 
tral regurgitation,  complete  Iienuxlynamic 
evaluation  is  indicated  indnding  intratardiac 
pressure  recortlings,  left  veniricnlogra|)hy,  and 
cine-coronary  angiography.  For  significant  sal- 
vage where  the  mortality  with  medical  thera- 
py approaches  100  per  cent,  selection  of 
coronary  artery  bypass  or  infarctectomy  in  ad- 
dition to  mitral  valve  replacement  will  l)e 
retpiired.” 

Ventricular  Wall  Dysfunction 

.\nenrysm  of  the  left  ventricular  wall  is  not  an 
infrequent  conq)lication  following  myocardial 
infarction.  The  incitlence  of  this  aneurysm  is 
not  readily  appreciated  since  missed  diagnoses 
are  common  without  the  aid  of  complete  diag- 
nostic studies  obtained  through  cardiac 
catheterization  and  angiographic  evaluation. 

Fhe  clinical  features  of  acute  left  ventridilar 
aneurysm  are  related  to  jjersistent  left  ventric- 
idar cardiac  failure.  Arrhythmic  and  periph- 
eral arterial  embolic  complications  may  be 
the  first  indication  of  aneurysm  formation. 
The  hemodynamic  alterations  in  ventricular 
aneurysm  formation  include  a decreased  ejec- 
tion fraction  and  an  increased  left  ventricular 
end-diastolic  volume  related  to  the  area  of  the 
aneurysm  and  other  areas  of  left  ventricidar 
akinesis.  Improved  ])erformance  of  the  left 
ventricle  is  directly  related  to  improvement  in 
these  parameters  as  well  as  improved  fiber 
shortening  in  the  adjacent  ischemic  myo- 
cardial muscle. 

The  low  surgical  mortality  associated  with  re- 
section of  left  ventricular  aneurysms  with  to- 
tal cardiopidmonary  bypass  demands  early  di- 
agnostic evaluation  and  documentation  of 
aneurysm  formation,  ventricular  function,  and 
coronary  artery  morphology. 

Indications  for  ventricular  aneurism  resection 
are  based  tqjon  persistent  cardiac  failure,' 
ventricidar  arrhythmias,  and  peripheral 
thromboemboli.''’  .As  is  true  of  all  surgical 
procetlures  for  complications  of  coronary  ar- 
tery disease,  ventricidar  aneurysm  resection  is 
a palliative  procedure.  The  eventual  out- 
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come  depends  upon  the  natural  course  of  the 
nnderyling  arteriosclerotic  process.  ^Vdlether 
combined,  direct  coronary  artery  revasculari- 
zation can  alter  the  basic  course  of  this  disease 
remains  controversial. 

Pre-Infarction  Angina 

The  term,  “pre-infarction  agina,”  relates  to  a 
syndrome  in  a group  of  patients  who  have 
severe  and  unstalde  angina  pectoris.  Onset  of 
angina  may  be  recent  or  the  pattern  of  angina 
may  have  undergone  recent  alterations  in  fre- 
cjuency  or  severity.  Symptoms  occur  at  rest  or 
at  night  or  following  a meal.  Pain  may  last  a 
variable  period  of  time  and  is  inconsistently 
relieved  by  sublingual  nitroglycerine.  These 
symptoms  may  not  be  accompanied  by  serum 
enzyme  elevations  or  changes  in  the  electro- 
cardiogram. Alterations  in  ST  segments  and 
T waves,  which  frecjuently  do  occur,  usually 
return  to  normal  after  relief  of  pain.  Often  a 
crescendo  pattern  of  angina  is  noted  with  in- 
creasing severity  and  frequency  of  the  pain, 
culminating  in  an  acute  myocardial  infarc- 
tion. 

The  pre-infarction  angina  syndrome  is  fre- 
(juently  associated  with  high  grade  proximal 
obstruction  of  the  coronary  artery  circula- 
tion. Depressed  left  ventricular  function  due 
to  severe  myocardial  ischemia  occurs  as  a re- 
sult of  the  obstructive  coronary  artery  proc- 
ess. 

Chatterjee  and  co-workers”  have  reported  six 
patients  with  detailed  hemodynamic  and  an- 
giographic studies.  All  six  had  the  pre- 
infarction angina  syndrome.  Pre-operative 
evaluation  disclosed  evidence  of  depressed  left 
ventricidar  performance.  High  grade,  jirox- 
imal,  left  or  right  coronary  artery  obstructions 
were  noted  in  all  instances.  Saphenous  vein 
aortocoronary  artery  bypass  ])rocedures  were 
perlormed  and  resulted  in  improved  ventricu- 
lar performance  in  five  patients  in  whom  a 
left  anterior  descending  aortocoronary  artery 
byjiass  was  constructed. 

Crescendo  or  jne-inlarction  angina  is  a fre- 
(pient  mode  of  presentation  in  the  spectrum 


of  coronary  artery  disease.  Prompt  diagnosis 
of  this  and  emergent  hemodynamic  and  an- 
giographic evaluations^  is  necessary  to  estab- 
lish the  feasibility  of  surgical  revasculariza- 
tion, the  procedure  of  choice  in  this  select 
group  of  patients. s® 

Case  Report 

A 60-year  old,  diabetic  male  was  admitted  to  Saint 
Barnabas  Medical  Center  on  May  1,  1972  with  recent 
onset  of  retrosternal  chest  pain.  He  had  had  acute 
myocardial  infarction  nineteen  years  prior  to  this 
admission.  He  was  symptom  free  until  April  24,  1972 
when  he  noted  the  gradual  onset  of  fatigue  and  the 
appearance  and  gradual  development  of  retrosternal 
chest  pain.  On  the  day  of  admission  pain  was  most 
severe,  radiated  to  both  shoulders  and  was  accom- 
panied by  diaphoresis,  shortness  of  breath,  nausea,  and 
vomiting. 

The  patient  is  a known  diabetic  and  receives  40  units 
NPH  insulin  daily.  There  is  no  history  of  hyperten- 
sion or  cigarette  smoking.  When  we  saw  him,  he  was 
a w’ell-nourished  and  well-developed  middle-aged  male 
in  no  acute  distress.  Blood  pressure  was  130/83.  Pulse 
was  44  and  regular,  respiration  18  per  min.  and  tem- 
perature 97.6.  Pertinent  physical  findings  were  limited 
to  the  cardiovascular  system.  The  lungs  were  clear  and 
rales  were  not  audible.  The  heart  was  not  enlarged. 
The  rhythm  was  regular  with  occasional  premature 
contractions.  'I'here  were  no  murmurs,  gallops,  or 
rubs.  The  neck  veins  were  not  distended.  Peripheral 
edema  was  not  present. 

Initial  laboratory  studies  disclosed  hemoglobin  15.9, 
hematocrit  48.5,  and  white  blood  count  5,800.  Urin- 
alysis was  within  normal  limits  except  for  4-|-  gluco- 
suria.  Bltxtd  urea  nitrogen  was  20  mgm.  and  electro- 
lytes were  sodium  130  meq./lit.,  potassium  4.5  meq./lit., 
carbon  dioxide  23  meq./lit.  and  chloride  93  meq./lit. 
A random  blood  glucose  on  the  ilay  of  admission  was 
236.  \'alues  for  serum  calcium,  phosphorus,  uric  acid, 
albumin,  total  bilirubin,  and  alkaline  phosphatase 
were  within  normal  limits.  The  automated  serum 
reagin  test  was  non-reactive.  .Serum  enzyme  determina- 
tions including  lactic  dehydrogenase,  glutamic  oxalo- 
acetic transaminase,  creatine  phosphokinase  and  hy- 
droxybuteric  dehydrogenase  were  performed  daily  for 
the  first  four  days  and  disclosed  no  elevations.  Serum 
cholesterol  was  206  mgm.,  serum  triglyceride  120 
mgm.,  and  the  serum  lipoprotein  electrophoresis  tvas 
normal.  X-ray  of  the  chest  on  admission  was  within 
normal  limits.  Electrocardiogram  on  admission  showed 
sinus  bradycardia. 

E'ollowing  admission,  continuous  monitoring  of  the 
electrocardiogram  was  performed  in  the  coronary  care 
unit.  Ehe  sinus  bradycardia  was  controlled  witb 
parenteral  administration  of  atropine  and  he  remained 
pain  flee  for  the  first  four  days  following  admission. 
.Subsequenilv.  a crescendo  pattern  of  anginal  pain  ile- 
veloped.  Retrosternal  pain  occurred  at  rest,  awakened 
him  at  night  and  occurred  postprandially.  It  was  inter- 
mittently relieced  by  sublingual  nitroglycerine  and 
frequently  required  narcotics  for  control.  Throughout 
this  period  of  recurrent  anginal  attacks,  scrum  euzvme 
jiai terns  remained  within  normal  limits.  Serial  elec- 
trocardiograms demonstrated  variable  inversion  of  T 
waves  across  the  anterior  precordium  and  were  com- 
])atible  with  nnocardial  ischemia  and  subendocardial 
infarction. 
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Because  of  tlie  crescendo  nature  of  tlic  anginal  pat- 
tern without  direct  evidence  of  myocardial  infarction, 
emergent  cardiac  catheterization  and  cineangiographic 
studies  were  done  to  evaluate  left  ventricular  function 
and  to  delineate  the  coronary  artery  circulation. 

On  May  18,  1972  right  and  left  heart  catheterization 
and  cine-coronary  arteriography  were  performed  by 
the  Sones  technic.  Hemodynamic  data  indicated  a 
right  atrial  pressure  of  4.  The  right  ventricular  pres- 
sure was  46/5  and  the  pulmonary  artery  pressure 
measured  46/23  with  a mean  pulmonary  artery  pres- 
sure of  32.  The  pulmonary  artery  wedge  pressure 
showed  a mean  of  20  with  an  A wave  of  26  and  a V 
wave  of  24.  Left  ventricular  pressure  measured  129/8 
and  on  pullback  into  the  aortic  root  a pressure  of 
129/68  was  recorded.  Following  angiography  the 
left  ventricular  pressure  measured  125/14.  During  the 
procedure  an  anginal  attack  occurred  with  systemic 
hypotension,  diaphoresis  and  ST  segment  elevation  at 
which  time  the  left  ventrictilar  end-diastolic  pressure 
was  recorded  at  25  inmHg.  Cardiac  output  was  com- 
puted to  be  3.7  lit. /min.  and  cardiac  index  2.3  lit. /min. 
The  arteriovenous  oxygen  difference  was  5.7  vol.  per 
cent. 

Opacification  of  the  right  and  left  coronary  arterial 
systems  was  accomplished  by  hand  injections  of  Reno- 
grafin®  76.  The  main  left  coronary  artery  is  widely 
patent  and  free  of  disease.  It  bifurcates  into  the  left 
anterior  descending  and  circumflex  coronary  arteries. 

The  circumflex  system  is  dominant  and  there  is  a 25 
per  cent  obstruction  in  the  lumen  proximally.  The 
circumflex  artery  then  gives  off  several  lateral  branches. 
The  origin  of  the  most  superior  lateral  branch  in  the 
left  anterior  oblic|ue  projection  is  compromised  to 
70  per  cent  of  the  normal  lumen.  The  circumflex 
artery  then  continues  in  the  atrioventricular  sulcus 
posteriorly,  giving  off  several  branches.  Considerable 
irregularity  of  the  lumen  and  the  distal  circumflex 
system  is  noted.  (Figure  1) 

The  left  anterior  descending  coronary  artery  in  both 
projections  shows  an  area  of  narrowing  in  the  proxi- 
mal portion  measuring  80  per  cent  of  the  normal 
arterial  lumen.  The  right  anterior  oblique  projection 
shows  the  area  of  obstruction  to  be  rather  long  and 
subtends  a section  of  vessel  which  gives  off  the  hrst 
four  or  five  visualized  septal  perforators.  The  artery 
then  extends  in  the  interventricular  sulcus  toward  the 
apex  of  the  heart  with  unimpaired  flow.  (Figure  2)  . 

The  right  coronary  artery  in  the  right  anterior  oblique 
projection  shows  multiple  proximal  obstructions  with 
diffuse  distal  disease.  'Fhere  is  no  visualized  vessel 
distal  to  the  posterior  descending  branch.  Multiple 
obstructions  are  also  present  in  the  marginal  branch 
of  the  right  coronary  artery.  (Figure  3)  . 

Left  ventriculography  showed  good  contractility  of  the 
entire  left  ventricular  musculature  in  all  areas.  There 
was  no  evidence  of  akinesis  or  dyskinesis  of  the  left 
ventricular  chamber  and  emptying  was  normal.  There 
was  no  evidence  of  mitral  insufficiency.  Tlie  aortic 
outflow  tract  opened  widely. 

Diagnostic  studies  demonstrated  triple  vessel  coronary 
artery  obstructive  disease.  The  major  lesion  appeared 
to  be  a high  grade  obstruction  in  the  proximal  por- 
tion of  the  left  anterior  descending  coronary  artery. 
The  right  coronary  artery  was  diffusely  involved  both 
proximally  and  distally.  Minor  obstructions  were 
present  in  the  pro.ximal  portion  of  the  circumflex 
coronary  artery  and  diffuse  disease  was  noted  distally. 

Because  of  the  crescendo  nature  of  the  anginal  pat- 
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Figure  I— The  left  coronary  artery  is  visualized  iu  the 
left  anterior  oblique  projection.  The  main  stem  left 
coronary  artery  is  widely  patent  and  free  of  disease. 
The  circumflex  coronary  artery  system  is  dominant 
and  demonstrates  a 25  per  cent  compromise  of  the 
normal  arterial  lumen  as  indicated  by  the  single  long 
arrow.  The  circumllex  coronary  artery  gives  off  sev- 
eral lateral  branches.  The  origin  of  the  most  superior 
lateral  branch  is  compromised  to  70  per  cent  of  the 
normal  lumen  as  indicated  by  the  double  short  arrows. 
The  left  anterior  descending  coronary  artery  shows  an 
area  of  narrowing  iu  the  proximal  portion  as  indicated 
by  the  single  short  arrow.  This  artery  then  continues 
in  an  irregular  fashion  toward  the  apex  of  the  heart. 


Figure  II— The  left  coronary  arterv  system  is  demon- 
strated iu  the  right  anterior  oblique  projection.  I he 
circumflex  coronary  artery  shows  mild  obstruction  iu 
its  proximal  portion  as  indicated  by  the  single  long 
arrow.  Diffuse  distal  disease  is  now  seen  in  the  cir- 
cumflex coronary  artery  as  indicated  by  the  double 
short  arrows.  1 his  intimal  irregularity  is  inesent  in 
the  distal  portion  of  the  vessel  after  the  origin  ot 
both  lateral  branches. 

The  left  atiterior  descending  coronary  arterv  obstruc- 
tion begins  at  the  origin  of  the  first  septal  perlorator 
as  indicated  by  the  single  short  arrow.  1 he  obstruction 
in  this  view  is  in  the  range  of  80%  of  the  normal  ar- 
terial lumen.  1 he  disease  segment  is  long  and  subtends 
the  section  ot  \essel  which  gives  oil  the  first  four  or 
five  visualized  sejital  perforators.  I he  arterv  then  ex- 
tends along  the  interventricular  sulcus  toward  the 
apex  of  the  heart  without  evidence  of  significant  distal 
obstruction. 
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Figure  III— The  right  coronary  artery  is  \isualized  in 
tlie  right  anterior  oblit[ue  projection  and  rieinonstrates 
significant  obstruction  to  How  along  its  entire  main 
trunk.  File  right  coronary  artery  terminates  in  the 
posterior  descending  coronary  artery  as  shown  by  the 
single  short  arrow.  Diffuse  atheromatous  disease  is 
present  within  the  posterior  rlcscending  artery.  The 
marginal  branch  of  the  right  coronary  artery  is  indi- 
cated bv  the  single  long  arrow  and  demonstrates  mul- 
tiple diffuse  olistructions. 


tern  and  the  finding  of  a surgically  remedial  lesion  on 
cine-coronary  angiography,  emergent  aortocoronary 
artery  bypass  was  ]rerfoimed  immediately  following 
diagnostic  evaluation. 

On  May  18,  1972  a rerersed  saphenous  \ein  segment 
was  anastomosed  between  the  aorta  and  the  mid  por- 
tion (jf  the  left  anterior  descending  coronary  artery. 
Fhe  surgical  prccednre  was  without  incident. 

I’ost-operatively,  two  epi.sodes  of  supraventricular 
tachycardia  occurred  and  appeared  to  be  related  to  the 
occurrence  of  hypoglycemia  and  hypokalemia.  Though 
\cntricular  response  rates  of  171)  per  min.  were  re- 
corded. at  no  time  did  anginal  pain  recur.  The  ar- 
rhylhmias  were  readily  brought  under  control  and  the 
rentainder  of  the  post-operative  course  was  uneventful. 

On  May  30,  1972,  twelve  days  following  coionarv 
artery  bypass  surgery,  a repeat  cardiac  catheterization 
was  performed.  Left  heart  cardiac  catheterization  and 
coronary  arteriography  were  perlormed  percutaneously 
through  the  femoral  artery  by  use  of  the  Judkins 
technic.  Left  heart  pressure  recordings  demonstrated 
a left  \cntricular  pressure  at  rest  of  108/8.  Following 
angiography  the  recorded  pressure  was  111  13. 

Cine-coronary  angiography  disclosed  a patent  saphen- 
ous \ein  autograft.  The  anastomosis  is  visualized  to 
the  left  anterior  descenditig  coronary  artery  and  filling 
occurs  completely  both  prograde  and  retrograile  itp  to 
the  area  of  obstruction  noted  pre\iously.  The  entire 
se|)tal  cirailation  is  well  \isualized  and  there  is  now 
collateralization  through  the  septitm  to  the  distal  seg- 
ments of  the  right  coronary  artery.  This  collateral 
network  was  not  noted  on  the  [)reo|)er;tti\ e studv. 
(Figure  1)  . 

Injection  was  also  performed  through  the  normal  left 
cotonary  artery  orifice  and  demonstrated  filling  of  the. 
circumilex  coronary  artery  with  obstructions  present  as 
on  the  jneojicratire  stuch.  f he  left  anterior  de- 
luding coionary  artery  no  longer  fills  in  a jirograde 


Figure  I\^— The  saplienous  vein  autograft  and  its 
anastomosis  to  the  left  anterior  descending  coronary 
artery  is  visualized  in  the  right  anterior  olilicpie  pro- 
jection in  this  postoperative  study.  The  extent  of 
the  saphenous  autograft  is  indicated  by  the  two  short 
arrows.  Prograde  and  retrograde  How  throtigh  the  left 
anterior  descending  coronary  artery  allows  visualiza- 
tion of  the  septal  perforating  branches.  There  is  col- 
lateralization through  the  septum  to  distal  segments 
of  the  right  coronary  artery.  The  right  coronary 
artery  fills  by  retrograde  How  as  indicated  bv  the 
single  long  arrow.  This  collateral  network  was  not 
noted  on  tlie  preoperative  study. 


Figure  The  left  coronary  artery  system  is  visualized 
in  the  left  anterior  oblitpie  projection  in  this  post- 
operati\e  study.  The  [iroximal  portion  of  the  cir- 
cumflex coronary  artery  shows  slight  narrowing  as  in- 
dicated by  the  single  long  arrow,  similar  to  that 
visualized  on  the  [ireoperatii e study.  The  first  lateral 
firanch  of  the  circuinfle.x  coronary  arten  is  also  nar- 
rowed significant h as  shown  bv  the  double  short 
arrows.  Diffuse  distal  disea.se  is  again  e\ident  in  the 
distal  portion  of  the  circumflex  coronary  arten. 

The  left  anterior  descending  coronary  artery  is  now 
visualized  only  in  its  proximal  portion  as  indicated  bv 
the  single  short  arrow,  \ isualizaiion  is  obtained  proxi- 
mal to  the  major  tibstruction  noted  on  the  preoperati\c 
study.  A few  septal  perforators  arising  from  the  stump 
of  the  left  anterior  descetiding  corotiarv  artery  are 
\ isualized.  The  left  anterior  descending  coronary  arten 
is  then  cotnpletclv  obstructed  without  \ isualization  of 
distal  \asculature. 
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f;tshion  along  its  entire  lengtli.  A few  septal  perfora- 
tors arise  from  tiie  stump  of  the  left  anterior  descend- 
ing coionary  artery  and  complete  obstrtiction  is  then 
noted  (Figure  5)  . 

The  right  coronary  artery  again  showed  major  proxi- 
mal ohstrtictions  and  diffuse  distal  disease  with  intimal 
irregularity  and  a compromise  of  the  lumen  diameter 
virtually  from  orihee  to  termination  of  the  arterial 
system.  I'hese  findings  were  identical  to  those  ob- 
served in  the  preoperative  stitdy. 

The  left  ventriculogram  demonstrated  good  contractil- 
ity of  the  left  ventricular  musculattire  in  all  areas. 

Patency  of  the  saphenous  vein  autograft  anil  filling  of 
the  left  anterior  descending  coronary  artery  and  septal 
perforating  vessels  demonstrated  a satisfactory  anatomi- 
cal result  of  emergency  coronary  artery  bypass  stirgery. 
rite  fortuitous  occurrence  of  atrial  tachycardia  with 
a rapid  ventricular  response  of  170  per  min.,  without 
the  development  of  angina,  ilhistrated  a gratifying 
physiologic  response  in  this  patient  who  presenteil 
with  a pre-infarction  anginal  syndrome. 

I'he  patient  is  presently  asymptomatic  and  is  being 
followed  on  an  out-patient  basis.  He  has  currently 
resumed  his  business  activities  as  an  auto  mecbanic. 


Ventricular  Arrhythmia 

With  improved  patient  monitoring  and  early 
arrhythmia  detection,  effective  treatment  of 
electrical  disturbances  is  commonplace.  Occa- 
sionally, however,  well  recognized  ventricular 
arrhythmias  cannot  be  controlled  solely  with 
medical  management.  Numerous  reports 
document  the  occurrence  of  recurrent,  refrac- 
tory, ventricular  tachycardia  associated  with 
ventricular  aneurysm  formation  and  ischemic 
zones  of  myocardium  surrounding  ventricular 
aneurysms  from  which  electrical  ectopic  foci 
originate.  Similar  ischemic  areas  surrounding 
zones  of  infarcted  myocardium  may  also  initi- 
ate ectopic  electrical  activity.  Occasionally  the 
electrical  activity  originating  from  these  areas 
cannot  adequately  be  controlled  by  anti- 
arrhythmic  agents.  It  is  under  these  circum- 
stances that  a surgical  approach  is  indi- 
cated. 

d'he  surgical  procedure  is  dictated  by  the 
findings  of  cardiac  catheterization  and  coron- 
ary angiography.  Ventricular  aneurysms  re- 
quire resection,  and  ischemic  myocardium  due 
to  obstructive  coronary  artery  disease  dictates 
revascularization  employing  a bypass  proced- 
ure. Acute  myocardial  infarction  resulting  in 
uncontrolled  ventricular  arrhythmias  may  re- 
quire myocardial  infarctectomy  as  proposed 
Ity  Griffith. 


The  surgical  apiiioach  to  cardiac  arrhythmia 
control  is  in  its  infancy.  Recurrent  ventricular 
arrhythmias  are  known  to  arise  from  ischemic 
zones  of  myocardium  related  to  lelt  ventricu- 
lar wall  aneurysms  and  coronarv  artery  ob- 
structive disease.  Repair  of  these  defects  may 
eliminate  the  ectopic  electrical  foci. 

Summary 

Urgent  surgery  for  the  complications  of 
coronary  artery  disease  plays  a significant  role 
in  the  integrated,  total  management  of  pa- 
tients with  acute  myocardial  infarction.  The 
complications  of  cardiac  rupture,  rupture  of 
the  interventricular  septum,  papillary  muscle 
rupture,  ventricular  aneurysm  and  uncon- 
trolled ventricular  arrhythmias  associated 
with  cardiogenic  shock  or  ventricular  failure 
dictate  promjjt  supportive  measures  including 
intra-aortic  balloon  counterpulsation.  Under 
these  circumstances,  emergency  diagnostic 
evaluation  utilizing  cardiac  catheterization, 
ventriculography  and  cine-coronary  angiogra- 
phy is  nece.ssary  for  documentation  of 
myocardial  function  and  delineation  of  coron 
ary  artery  anatomy  with  the  view  totvard 
emergency  surgical  repair  or  revascidariza- 
tion. 

A report  detailing  the  case  history  of  a jtatient 
with  the  pre-infarction  angina  syndrome  is 
presented.  A high  grade,  proximal,  left  an- 
terior descending  coronary  artery  obstruction 
was  noted  during  emergency  cardiac  catheteri- 
zation and  cine-coronary  angiography.  Emer- 
gency saphenous  vein  aorto-left  anterior  de- 
scending coronary  artery  bypass  was  jier- 
formed  with  relief  of  angina.  Post-operative 
studies  demonstrated  patency  of  the 
saphenous  vein  autograft  and  imjtroved  col- 
lateral flow  to  the  left  ventricidar  myocardi- 
um was  visualized. 

Bibliography 

1.  Mimdib,  17.  D.,  et  al.  CircuJalioii,  4.7:1279  (1972) 

2.  Carlson,  R.  G..  el  al.:  Journal  of  the  A'^xocinlion  for 
the  Advancement  of  Medical  Instrumentation.  ():244 
(1972) 

Rraunwald.  F..  and  Moroko,  P.  R.:  Annals  of  In- 
ternal Medicine,  70:659  (1972) 

4.  Breginan,  D.,  Goetz,  R.  H.,  and  State.  1).:  Journal 
of  Thoracic  and  Cardiovascular  Surgery.  62:577  (1971) 


VOL.  70-NUMBER  6-Jt  NE.  1973 


473 


r>.  Goclz,  R.  H.,  et  nl.:  American  Journal  of  Cardiology, 
29:213  (1972) 

6.  Sugg,  W.  L.,  \Vehb,  W.  R.,  and  Ecker,  R.  R.:  Annals 
of  Thoracic  Surgery,  7:310  (1969) 

■7.  Stinson,  E.  B.,  Becker,  J.,  and  Shumway,  N.  E.: 
Journal  of  Thoracic  and  Cardiovascular  Surgery,  58:20 
(1969) 
i' 

8.  Daggett,  ^V.  M.,  et  al.:  Neic  England  Journal  of 
Medicine,  283:1507-  (1970) 

. Cohen,  L.  S.,  et  al.:  Circulation,  36  (Suppletnent 
2):87  (1967) 


10.  Schleisinger,  Z.,  Leibermann,  Y.,  and  Ncufeld,  H. 
N.:  Journal  of  Thoracic  and  Cardiovascular  Surgery, 
61:602  (1971) 

11.  Chatterjee,  K.  et  al.:  New  England  Journal  of 
A/edtcttte,  286:1 1 17  (1972) 

12.  Hill,  J.  D.,  Keith,  W.  H.,  and  Kelly,  J.  J.:  Circula- 
tion, 43:  (Stipplemetit  1):105  (1971) 

13.  Lambert,  C.  J.,  el  al.:  Journal  of  Thoracic  and 
Cardiovascular  Surgery,  62:522  (1971) 

14.  Griffith,  G.  C.:  American  Journal  of  Cardiology, 


25:730  (1970) 
94  Old  Short  Hills  Road 


Bleak  Outlook  for  Skid  Row  Alcoholics 


The  confirmed  skid  row  alcoholic  who  has 
been  in  and  out  of  the  local  jail  for  years  for 
drunkenness  is  virtually  incurable.  Emphasis 
in  the  future  must  be  directed  to  predicting  in 
advance  who  will  become  skid  row  bums  and 
setting  up  ways  to  prevent  it. 

d hese  are  the  conclusions  reported  in  a study 
by  a New  Orleans  research  group,  published 
in  the  May  1973  Archives  of  General  Psychia- 
try. The  research  group  has  set  up  a study 
treatment  program  for  210  confirmed  skid  row 
drunks. 

One-third  Avere  treated  as  compulsory  out- 
patients; one-third  as  compulsory  in-patients 
with  follow-up  outpatient  treatment,  and  one- 
third  as  voluntary  outpatients.  The  study  was 
first  planned  for  a two-year  jieriod,  but  was 
abandoned  at  the  end  of  the  first  year,  because 
of  lack  of  succe.ss.  None  of  the  three  treatment 
approaches  worketl.  At  the  end  of  the  year 
only  13  of  the  original  210  subjects  were  rated 
as  treatment  successes,  or  6 per  cent. 

“I'he  number  of  successes  Avithin  the  three 
treatment  groups  is  obviously  too  small  to 
provide  relialde  comparisons  and  is  best  con- 
sidered attrilnilalile  to  chance,”  the  research 
team  says. 


The  study  points  up  the  tremendous  cost  to 
society  of  the  present  approach  to  arresting 
and  jailing  these  individuals,  only  to  have 
them  back  again  in  a few  days  or  Aveeks.  In 
New  Orleans,  at  any  given  time,  appioximate- 
ly  60  per  cent  of  the  prisoners  in  Central 
Lockup  and  75  per  cent  of  offenders  in  the 
House  of  Detention  are  revolving-door  alco- 
holics. 

“The  endle.ss  cycle  diverts  a major  portion  of 
the  jiolice  force  and  judiciary  system  from  at- 
tention to  more  serious  crime  Avith  tragic  im- 
plications for  the  community.”  Half  of  the 
210  subjects  in  the  study  had  been  arrested 
more  than  50  times;  65  per  cent  had  arrest 
records  dating  back  more  than  10  years. 

“The  primary  treatment  goal  must  be  the 
elimination  of  the  revolving-door  system 
through  the  provision  of  early  diagnosis  and 
compulsory  treatment  for  the  potential  skid 
roAV  alcoholic  immediately  after  his  first  of- 
fense.” 

However,  “.\t  jnesent  there  are  no  adecpiaie 
prognostic  clinical  or  psychologic  test  data 
Avhich  identify  the  potential  skitl  roAv  alco- 
holic,” the  group  adds.  They  call  for  more  re- 
search efforts  toAvard  adetjuate  early  diagnosis, 
so  that  early  treatment  may  begin. 
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On  all  in-patient 
services 


a major  problem 


Gram-negaf/Ve  bacteria  magnified  10,000  times — coior-tinted 


Commonly  encountered 
pathogens  on  all  hospital 
services 


Proteus,  indole-negativ( 


% Incidence  Pathogen 


Klebsiella-Enterobacter-Serratia* 


Gram- 

negative 


67®/ 


Pseudomonas  aeruginosa* 
Klebsiella  pneumoniae* 


24%  Escherichia  coli* 


Proteus,  indole-positive* 


0 


7%  Klebsiella,  all  others* 


7%  All  other  gram-negative  organisms 


Gram- 

positive 

13% 

Staphylococcus  aureus* 

33®/o 

7% 

Staphylococcus,  all  others 

10% 

Streptococcus,  all  others 

3% 

Streptococcus,  beta-hemolytic 

0% 

All  other  gram-positive  organisms 

♦GARAMYCIN  Injectable  is  effective  against 
susceptible  strains  of  the  pathogens  indicated. 


Total  pathogens  21.972 

Source:  Gosselin  Audit  of  Pathology  Cultures — 1971 


Copyright  © 1973,  Scherlng  Corporation.  All  Rights  Reserved. 


A highly  appropriate 
spectrum  for  today’s  problem 
pathogens 


GARAMYCIN  Injectable  offers  a high 
probability  of  effectiveness  against  susceptible 
strains  of  seven  out  of  seven  major  gram- 
negative pathogens.  These  are: 

Escherichia  coli 
Proteus,  indole-negative 
Proteus,  indole-positive 
Pseudomonas  aeruginosa 
Klebsiella  | 

Enterobacter  ? species 
Serratia  I 

GARAMYCIN  Injectable  has  also  been  shown 
to  be  effective  in  serious  staphylococcal  infec- 
tions. It  may  be  considered  in  those  infections 
when  penicillins  or  other  less  potentially  toxic 
drugs  are  contraindicated  and  bacterial 
susceptibility  testing  and  clinical  judgment 
indicate  its  use. 


Start  with  Garamycin 

■ Broad  gram-negative  spectrum 

Because  of  its  broad  gram-negative  spectrum  and  its 
well-established  clinical  efficacy,  GARAMYCIN  Injectable 
can  be  considered  for  initial  therapy  in  suspected  as 
well  as  documented  gram-negative  sepsis. 

Stay  with  Garamycin 

■ Susceptibility  of  causative  organisms  confirmed 

The  results  of  susceptibility  tests  will,  in  most  cases, 
demonstrate  the  causative  organisms’  sensitivity  to 
GARAMYCIN  Injectable.  However,  the  decision  to 
continue  therapy  with  this  drug  should  also  be  based  on 
the  severity  of  the  infection  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

■ Relatively  low  incidence  of  adverse  reactions 
Risk  of  toxic  reactions  is  low  in  patients  with  normal 
renal  function  who  do  not  receive  garamycin  Injectable 
at  higher  doses  or  for  longer  periods  of  time  than 
recommended. 


In  serious  gram>negative  infections 
(pneumonia,  urinary  tract  infections, 
septicemia,  and  wound  infections)"^ 

Due  to  susceptible  organisms 


■ Bacterial  resistance  has  not  been  a problem 

In  the  laboratory,  resistance  has  been  demonstrated 
to  develop  slowly  in  stepwise  fashion.  No  one-step 
mutations  to  high  resistance  have  been  reported  to  date. 


On  all  in-patient 
services... 


Garamyart 

gentamian  I injectable 
sulfate  II.M./I.V.I 


40  mg.percc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


warning 

Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the 
potential  toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur 
in  patients,  primarily  those  with  pre-existing  renal 
damage,  treated  with  GARAMYCIN  Injectable,  usually 
for  longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic, 
and  this  should  be  kept  in  mind  when  it  is  used  in 
patients  with  pre-existing  renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is 
recommended  during  therapy  of  patients  with  known 
impairment  of  renal  function.  This  testing  is  also 
recommended  in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN,  NPN,  creatinine  or  oliguria). 
Evidence  of  ototoxicity  requires  dosage  adjustments 


or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of 
gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  12  meg./ 
ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephro- 
toxic drugs,  particularly  streptomycin,  neomycin, 
kanamycin,  cephaloridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent 
diuretics  should  be  avoided,  since  certain  diuretics  by 
themselves  may  cause  ototoxicity.  In  addition,  when 
administered  intravenously,  diuretics  may  cause  a rise 
in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy 
has  not  been  established. 


See  Clinical  Considerations  section  which  tollows . . . 


On  all  in-patient  services... 
in  hospital-acquired  gram-negative  infections* 


GARAMYCIN®  Injectable,  brand  of  gentamicin 
sulfate  U.S.P.,  injection,  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent 

to  40  mg.  gentamicin 

For  Parenteral  Administration 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical 
observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those 
with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for 
longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 
creatinine  or  oliguria).  Evidence  of  ototox- 
icity requires  dosage  adjustments  or 
discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  moni- 
tored when  feasible  and  prolonged 
concentrations  above  12  meg. /ml.  should 
be  avoided. 

Concurrent  use  of  other  neurotoxic 
and/or  nephrotoxic  drugs,  particularly 
streptomycin,  neomycin,  kanamycin,  cepha- 
loridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use 
in  pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is 
indicated,  with  due  regard  for  relative  toxicity  of 
antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following 
microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species 
(indole-positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN 
Injectable  to  be  effective  in  septicemia  and  serious 
infections  of  the  central  nervous  system  (meningitis), 
urinary  tract,  respiratory  tract,  gastrointestinal  tract, 
skin  and  soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative 
organisms  and  their  susceptibility  to  gentamicin 
should  be  performed. 


*Due  to  susceptible  organisms 


Garamvarr 

gentamian  ■injectable 


sulf^e 


I.M./I.V. 


Also  available: 

GARAMYCIN®  Pediatric  Injectable,  10  mg.  per  cc. 


40  mg.percc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


Bacterial  resistance  to  gentamicin  develops  slowly 
in  stepwise  fashion;  there  have  been  no  one-step 
mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative 
sepsis,  GARAMYCIN  may  be  considered  as  initial 
therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility 
tests,  the  severity  of  the  infection,  and  the  important 
additional  concepts  contained  in  the  Warning  Box. 

In  the  neonate  with  suspected  sepsis  or  staphylo- 
coccal pneumonia,  a penicillin  type  drug  is  usually 
indicated  as  concomitant  antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It 
may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are 
contraindicated  and  bacterial  susceptibility  testing 
and  clinical  judgment  indicate  its  use. 
CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg. /kg.)  of  gentamicin. 

The  possibility  of  these  phenomena  occurring  in 
man  should  be  considered  if  gentamicin  is  admin- 
istered to  patients  receiving  neuromuscular  blocking 
agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  over- 
growth of  nonsusceptible  organisms.  If  this  occurs, 
appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity;  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN,  NPN,  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity;  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have 
been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness, 
vertigo,  tinnitus,  roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note;  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related 
to  gentamicin,  include  increased  serum  transami- 
nase (SGOT,  SGPT),  increased  serum  bilirubin, 
transient  hepatomegaly,  decreased  serum  calcium; 
splenomegaly,  anemia,  increased  and  decreased 
reticulocyte  counts,  granulocytopenia,  thrombocy- 
topenia, purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation, 
lethargy  and  decreased  appetite,  weight  loss, 
pulmonary  fibrosis,  hypotension  and  hypertension. 
DOSAGE  AND  ADMINISTRATION  GARAMYCIN 
Injectable  may  be  given  intramuscularly  or 
intravenously. 

For  Intramuscular  Administration; 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults;  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg. /kg./ 
day,  administered  in  three  equal  doses  every 
8 hours. 

For  patients  weighing  over  60  kg.  (132  lb  ),  the 
usual  dosage  is  80  mg.  (2  cc.)  three  times  daily. 

For  patients  weighing  60  kg.  (132  lb.)  or  less,  the 


usual  dose  is  60  mg.  (1 .5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dos- 
ages up  to  5 mg. /kg. /day  may  be  administered  in 
three  or  four  equal  doses.  This  dosage  should  be 
reduced  to  3 mg. /kg. /day  as  soon  as  clinically 
indicated. 

*ln  children  and  infants,  the  newborn,  and 
patients  with  impaired  renal  function,  dosage  must 
be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration; 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  Is  not  feasible  (e.g., 
patients  in  shock,  with  hematologic  disorders,  with 
severe  burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single 
dose  of  GARAMYCIN  Injectable  may  be  diluted  in 
100  or  200  cc.  of  sterile  normal  saline  or  in  a sterile 
solution  of  dextrose  5%  in  water;  in  infants  and 
children,  the  volume  of  diluent  should  be  less.  The 
concentration  of  gentamicin  in  solution,  in  both 
instances  should  normally  not  exceed  1 mg./cc. 

(0.1  %).  The  solution  is  infused  over  a period  of 
1 to  2 hours. 

The  recommended  dose  for  intravenous  adminis- 
tration is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  Injectable  should  not  be  physically 
pre-mixed  with  other  drugs,  but  should  be  adminis- 
tered separately  in  accordance  with  the  recom- 
mended route  of  administration  and  dosage 
schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg. 
per  cc.,  2 cc.  multiple-dose  vials  for  parenteral 
administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable, 
10  mg.  per  cc.,  2 cc.  multiple-dose  vials  for 
parenteral  administration.  APRIL,  1972 

AHFS  Category  8:12.28 

For  more  complete  prescribing  details,  consult 
Package  Insert  or  Physicians'  Desk  Reference. 
Sobering  literature  is  also  available  from  your 
Schering  Representative  or  Professional  Services 
Department,  Schering  Corporation,  Kenilworth, 
New  Jersey  07033. 


This  seems  to  be  the  first  case  ever  reported  of  an 
hisulinoina  in  an  80-year-old  patient. 


Insulinoma  in  an  Eighty-Year  Old* 


Howard  A.  Levy,  M.D.  and 
Elmer  Grimes,  M.D. /Camden 

This  case  is  presented  because  ol  the  occur- 
rence of  an  insulinoma  in  an  8()-year-old  man 
with  almost  no  premonitory  history  of  illness. 
He  is  the  oldest  patient  in  whom  it  is  report- 
ed. He  had  been  a champion  athlete  in  his 
youth  and  had  enjoyed  good  health,  excejJt 
for  a right  herniorrhaphy  thirty  years  before. 
He  had  always  been  free  of  polyuria,  polydip- 
sia, polyphagia  and  had  not  complained  of 
muscle  weakness,  nausea,  vomiting,  or  diar- 
rhea. From  his  retirement  at  age  65  until  the 
present  he  had  been  active,  doing  light  jobs. 
Six  weeks  prior  to  admission,  he  had  an  e}> 
isode  lasting  several  hours  in  which  he  ap- 
peared confused,  but  did  not  present  any  pa- 
ralyses. The  episode  cleared  spontaneously 
with  no  residual  or  weight  change.  On  the 
afternoon  prior  to  admission,  he  suddenly  be- 
came confused  and  wandered  around  aimless- 
ly. There  was  some  purposeless  repetitive  ac- 
tion with  one  episode  of  retching,  accomjja- 
nied  by  coarse  tremors  of  the  extremities.  He 
seemed  to  clear  somewhat  in  the  evening,  but 
before  breakfast  on  the  morning  of  admission, 
his  strange  behavior  recurred.  He  began  to 
shout  incoherently  and  fell  to  the  floor  with- 
out losing  consciousness.  He  w'as  taken  to  the 
Emergency  Department  of  the  Cooper  Hospi- 
tal. Neurologic  examination  on  admission  re- 
vealed a tall,  lean,  w'ell  developed  man  who 
appeared  conscious  though  drowsy  and  re- 
sponded promptly  to  pain.  Blood  pressure  was 
140/80;  pulse  80;  respirations  16;  tempera- 
ture 98.  Examination  of  his  head,  eyes,  ears, 
nose,  and  throat  were  within  normal  limits. 
His  neck  was  supple;  the  veins  were  not  dis- 
tended. There  were  2+  carotid  pulsations, 
which  were  etpial;  no  bruits  were  detected. 
The  chest  showed  equal  expansion  and  nor- 


mal Itreath  sounds.  I'he  heart,  abdomen,  and 
extremities  were  normal.  firm,  slightly  en- 
larged prostate  was  felt  on  rectal.  Neurologic 
examination  was  entirely  normal  except  for 
somnolence.  During  the  remainder  of  the  day 
he  continued  to  be  lethargic,  ate  little,  but  ap- 
peared responsive.  lumbar  puncture  was 
done  late  in  the  afternoon.  I'he  dynamics  ap- 
peared normal  and  10  cc.  of  crystal  clear  lliiid 
were  sent  for  analysis.  Prior  to  medical  consul- 
tation, he  suddenly  became  belligerent,  disori- 
ented, then  drowsy,  and  finally  comotose.  .-\il- 
ditional  johysical  findings  included  a slight  nu- 
chal rigidity;  a Grade  II  ejection  sound  at  the 
aortic  area;  a sharp  liver  edge  was  lelt  1 -finger 
breadth  below  the  right  costal  margin.  The 
remainder  of  the  examination  was  un- 
changed. Since  the  patient  appeared  slight- 
ly dehydrated,  after  preliminary  laboratory 
studies  were  obtained,  intravenous  fluids  con- 
taining glucose  were  ordered.  About  700 
cc.  of  5 per  cent  glucose  in  distilled  water 
were  infused  over  a tw'o-hour  period.  The 
patient  then  appeared  to  awaken  and  behave 
in  a normal  manner.  .\t  that  time,  a report  of 
the  spinal  fluid  sugar  of  32  mg.  per  cent  was 
obtained.  .Arrangements  were  made  for  fre- 
quent small  feedings  and  laboratory  investiga- 
tion continued.  His  admission  blood  glucose 
W'as  later  reported  as  30  mg.  per  cent  and  an 
additional  random  blood  glucose  was  reported 
as  less  than  50  mg.  per  cent. 

Fasting  sugar  on  admission  was  35  mg.  per 
cent;  BUN  22  mg.  per  cent;  uric  acitl  5.6; 
creatinine  1.1;  cholesterol  200;  calcium  9.6; 
phosphorus  3.9;  total  protein  7.4  with  4.2  gm. 
per  cent  of  albumin;  sodium  145.5  niEq/1; 
potassium  4.1  niEq/1;  chlorides  110  niEq/1; 
and  CO,  20.5  inEq/1.  A two-hour  post  pran- 
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dial  blood  sugar  was  1 14.  Fasting  sugar  on  the 
next  day  was  30  mg.  per  cent.  The  following 
day  it  was  50.  On  subsequent  days  it  was  48, 
49,  49,  31,  and  35.  Results  of  a 5-hour  oral 
glucose  tolerance  test  are  shown  in  the  table. 

T.ABLE  I 


Plasma  Insulin  in 
microunits/ml. 


Blood 

I'rinc 

Patient 

Normal 

rime 

Glucose 

Glucose 

Values 

Range 

Fasting 

below  50 

neg. 

22 

4-24 

1/2  hour 

84 

neg. 

1 hour 

102 

neg. 

42 

18-270 

2 liours 

1,50 

neg. 

30 

10-100 

3 hours 

170 

neg. 

4 hours 

140 

neg. 

42 

4-38 

5 hours 

04 

neg. 

Orinase®  tolerance  test  was  carried  out  with 
the  following  precautions.  The  patient  had  a 
double  V-Type  tubing.  He  was  given  the  Or- 
inase® with  normal  saline  in  one  arm;  in  the 
other  arm  10  per  cent  glucose  and  water  was 
ready  in  ca,se  the  patient  had  any  untoward 
reaction.  4 he  Orinase®  produced  a pro- 
found reaction  within  fifteen  minutes;  the  pa- 
tient became  completely  disoriented,  con- 
fused, belligerent,  hostile,  swinging  his  arms 
and  legs  aliout  in  a fashion  similar  to  that 
seen  on  the  ward  at  the  time  of  admission. 

The  test  was  immediately  stopped  and  10  per 
cent  glucose  was  rapidly  infused  along  with 
an  ampule  of  50  cc.  of  50  per  cent  glucose. 
There  was  jirompt  return  to  normal  behavior 
on  the  part  of  the  patient.  His  confusion  in 
the  morning  on  the  ward  coincided  with  his 
low  blood  sugar  and  responded  each  time  to 
the  jiatient’s  eating  Ineakfast. 

Cliest  x-ray  showed  some  evidence  of  pulmo- 
nary emphy.sema  and  some  fibrosis.  No  neoplas- 
tic disease  was  noted.  The  cardiac  silhouette 
was  not  grossly  enlarged.  .Skull  films  were  not 
jiarlicularly  remarkable. 

Infusion  urogram  showed  slight  right 
nephroptosis,  prostatic  enlargement,  l)ut  no 
other  abnormalities.  Ciastrointestinal  study 
showed  no  gross  organic  lesion  of  the  upper 
gastrointestinal  tract.  No  signs  of  a pancreatic 
mass  were  seen.  -\n  FKCf,  read  Ity  Dr.  Daniel 
Silverman,  teas  “normal  for  an  HO-year-old. 


The  prominent  fast  activity  could  well  be  due 
to  sedative  medication  effect.”  Electrocardio- 
gram showed  sinus  rhythm  at  a rate  of  104 
per  minute;  PR  interval  measured  0.16;  QRS 
0.08.  The  tracing  w'as  abnormal.  Possibility  of 
old  posterior  wall  infarction  was  considered. 
Spinal  fluid  \'DRL  w'as  negative;  colloidal 
gold  00121000000;  serum  triglycerides  40; 
s]jinal  fluid  protein  48;  17  keto  steroids  were  5 
mg.  per  cent  in  24  hours;  17  hydroxy  steroids 
were  3.5. 

It  appeared  that  the  patient  either  had  an 
insulinoma  or  had  some  other  tumor  pro- 
ducing insulin;  the  most  common  of  these 
is  a retroperitoneal  sarcoma.  At  exploratory 
laparotomy  we  saw  a 1.5  centimeter  adenoma 
in  the  distal  half  of  the  pancreas.  There  was 
apparently  no  tumor  in  the  head  of  the  pan- 
creas. Stomach,  duodenum,  and  small  and  large 
bowel  were  all  normal.  Both  adrenals  were 
negative.  The  right  kidney  and  left  kidney  were 
normal  to  jjalpation.  The  aorta  and  its  branch- 
es felt  normal.  There  was  no  evidence  of  retro- 
peritoneal tumor.  The  liver  was  normal.  The 
gall  bladder  contained  no  stones.  The  common 
duct  was  narrow  and  thin-walled  and  blue  in 
color.  The  patient  then  had  a resection  of  the 
tumor  and  the  distal  half  of  the  pancreas  to 
lessen  the  likelihood  of  missing  small  multiple 
tumors,  which  was  carried  out  without  particu- 
lar difficulty,  and  the  patient  was  returned  to 
the  intensive  care  unit.  Some  regidar  insulin 
was  needed  during  the  first  postoperative  day 
following  a blood  sugar  report  of  858.  Blood 
sugars  thereafter  varied  from  94  to  200.  There 
was  one  reaction  to  insulin  at  the  end  of  the 
post-operative  day  in  which  his  symptoms 
reproduced  tho,se  preoperatively  and  were 
solved  by  an  injection  of  50  per  cent  glucose. 
Post-operative  recovery  was  uneventful  except 
for  the  development  of  a wound  infection. 
During  the  three  weeks  following  discharge 
from  the  hospital  several  fasting  blood  sugars 
varied  from  71  to  190.  Eighteen  months  after 
discharge  his  behavior  was  descrilicd  as  nor- 
mal and  his  fasting  blood  sugars  were  within 
normal  limits  for  his  age,  without  medication. 

I'he  pathologist  re])orted  a 7 liy  2 centimeter 
portion  of  jiancreas  with  a one  centimeter  tan 
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nodule.  Sections  through  the  uninvolved  pan- 
creas were  unremarkable.  I'he  tumor  was 
poorly  encapsulated  and  showed  some  exten- 
sion into  the  surrounding  tissues.  The  cells 
were  fairly  uniform  with  little  nuclear  pleo- 
morphism.  Figure  1 shows  a section  of  tumor 


Figure  II 


and  adjacent  jjancreas.  A higher  power  view 
of  the  tumor  cells  is  seen  in  Figure  2. 

Scholz  ct  al.\  in  a review  of  95  cases,  found 
only  one  patient  over  70  with  a proved  in- 
sulinoma. Hartsuck  and  Brooks^  report 
proved  tumors  with  hyperinsulinism  in  pa- 
tients aged  66  and  70.  Among  others,  both  of 
these  were  symptomatic  for  periods  of  three 
months  or  more.  Goldenljerg,  et  al."  cited  two 
patients  with  proved  hyperinsulinism  due  to 
tumor  in  a patient  aged  69;  their  hypoglycem- 
ic symptoms  were  of  two  years’  duration. 
Symptoms  in  the  remainder  of  their  cases 
were  of  months  to  years  duration. 

Remarkable  features  in  our  case  were  the 
relative  al)sence  of  premonitory  symptoms  and 
the  advanced  age  of  the  jjatient,  who  is  now 
two  years  post-surgery  at  age  82,  with  no  signs 
of  abnormal  behavior  and  high-normal  blood 
sugars.  Our  inability  to  demonstrate  a signifi- 
cant abnormality  in  lilood  insidin  levels  dur- 
ing a glucose  tolerance  test  is  unexplained. 
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Electronic  Reporting  of  X-rays 


Analyzing  and  reporting  x-rays  is  now  a mat- 
ter of  seconds  at  the  Johns  Hopkins  Medical 
Institutions,  thanks  to  a special  technic.  The 
heart  of  the  method  is  an  IBM  27(i0  optical 
image  unit,  linked  to  a system/370  comjniter 
and  a printer.  The  radiologist  calls  up  various 
frames  of  a fdm  strip  on  the  computer  termi- 
nal, and  touches  any  one  of  a series  of  standard 
terms,  or  drawings  of  parts  of  the  body  with 
an  electronic  probe.  This  action  automatically 
enters  the  information  into  an  IBM  sys- 


tem/370 computer,  which  immediately  pro- 
duces a printed  report  of  the  x-ray.  The  stan- 
dard method  in  radiology  is  to  examine  x-rays 
and  dictate  the  findings  which  are  later  tran- 
scribed. The  new  system,  howexer,  reduced  er- 
rors and  produces  typed  reports  in  a ma"'er  of 
seconds.  The  system  was  developed  jointly  by 
the  Johns  Hopkins  department  of  radiology 
and  biomedical  engineering,  and  the  Bureau 
of  Radiological  Health  of  the  FbS.  Pul)li( 
Health  .Service. 
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Special  ..^rticie 

Practice  of  Medicine  by  Hospitals' 


The  growing  infiuence  of  hospitals  on  indi- 
\idiial  medical  care,  over  and  above  hospital 
care,  has  a potential  for  harm.  The  hospital 
is  an  incorporated  body  and  is  prohibited 
from  practicing  medicine  per  se;  yet,  in  truth 
many  hospitals  are  actually  doing  so.  In  fact, 
for  some  years,  resolutions  have  been 
presented  in  several  state  medical  societies 
asking  a legal  test  of  this  growing  tendency  by 
hospitals.  Recently  a challenge  of  this  policy 
i!i  California  led  to  an  opinion  by  the  attor- 
ney general  of  that  state  which,  in  effect,  con- 
travenes such  practice  by  hospitals 

In  New  York  State,  medical  practice  by  hos- 
pitals has  been  condoned  so  long  and  the 
policy  is  so  deeply  established  that  it  will  be 
difficnlt  to  reverse  the  tide  at  this  juncture. 
Even  if  a restraining  injunction  ^vere  ob- 
tained, we  would  gain  little  and  that  would 
be  temporary.  The  legislature  might  then 
take  action  which  would  expand  the  powers 
of  hospitals  and  make  the  practice  of  medi- 
cine by  them  legal,  and  this  would  be  final. 
A\T  lost  this  fight  long  ago  when  some  mem- 
bers of  organized  medicine  denied  the  plea  by 
pathologists  that  diagnostic  frozen  sections 
not  be  considered  a hospital  service  as  such, 
but  rather  a personal  consultative  service  by 
the  jrathologist,  as  an  individual  practicing 
physician.  When  Blue  Shield  took  this  action 
at  the  behest  of  our  surgical  colleagues  and 
the  frozen  section  was  made  a hospital  ser- 
vice, paid  for  by  Blue  Cross  and  not  by  Blue 
Shield,  this  fight  was  lost.  Pathologists  then 
prophesied  that  this  usurpation  of  a person- 
al service  to  the  patient  woidd  extend  to 
other  services.  This  has  come  to  pass;  it  was 
first  the  electrocardiogram,  and  then  the  x-ray, 
and  then  what  we  have  today — all  branches 
of  surgery  and  medicine.  Now  this  encroach- 
ment is  an  established  fact,  and  it  will  take 
a basic  revolution  to  reverse  this  fait  accompli. 

Probably  the  best  medical  care  today  can  be 
obtained  in  large  university  and  community 
hospitals,  with  their  large  staffs:  many  full- 


time hospital-based  physicians  committed  to 
patient  care,  teaching,  and  research  in  proper 
balance;  large,  capable,  and  well-supervised 
intern  and  resident  staffs;  and  a well- 
organized  teaching  and  training  program. 
But  its  potential  for  harm  has  several  facets. 
There  is  the  singular  disruption  of  the  mean- 
ingful physician-patient  relationship.  For  the 
personal  patient-physician  interrelation,  hos- 
pital practice  of  medicine  substitutes  a large 
organization.  The  physician  becomes  a cog 
on  the  wheel;  the  danger  to  the  independ- 
ence and  character  of  the  hospital-based 
physician  has  been  detailed  elsewhere.  The 
patient  often  becomes  a lost  soul  in  the 
shuffle  and  the  recipient  of  more  science  and 
less  empathy. 

In  effect  a complete  reorganization  of  medi- 
cal care  has  resulted,  with  the  hospital  cen- 
tral to  it  all.  An  incidental  result  has  been  a 
change  in  the  meaning  of  “informed  consent” 
w'ith  an  inherent  distortion  of  the  truth.  This 
is  particularly  true  as  to  exactly  who  operates 
on  the  patient.  As  a result,  aberrations  de- 
velop in  our  ethical  code.  This  lowers  the 
stature  of  the  physician  and  his  professional 
status. 

A patient  is  told  by  her  private  physician  that 
her  cataract  is  ripe  and  she  contracts  with 
him  to  have  it  removed.  A patient  has  appen- 
dicitis, and  her  physician  consults  with  her 
surgeon,  who  confirms  the  diagnosis.  The  pa- 
tient agrees  to  be  operated  on  by  the  surgeon, 
whom  she  may  know  tjuite  well.  ^Vhether  each 
patient  will  be  operated  on  by  the  individual 
surgeon  of  her  choice  is  note  a moot  question, 
despite  the  specific  contracts.  The  better  the 
hospital,  the  more  likely  it  is  that  somebody 
else  will  operate.  The  reason  is  that  the  hos- 
pital has  a good  teaching  and  training  pro- 
gram; as  a result,  more  likely  than  not,  each 
operation  will  be  turned  over  to  the  house 
staff,  usually  a senior  resident. 

‘.Abstracted  from  an  editorial  in  the  February  1”),  1973 
issue  of  the  .Yen'  York  Stale  Journal  of  Medicine. 
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This  used  to  l)e  true  oiiiy  lor  ward  patients, 
Init  it  is  now  common  practice  for  the  res- 
ident to  operate  on  private  patients  too. 
More  than  just  subtle  pressure  is  brought  to 
bear  on  the  surgeon,  full  or  part-time,  to 
allow’  his  own  private  patient  to  be  included 
in  the  teaching  program.  This  is  jjractically 
taken  for  granted  for  the  full-time  staff.  The 
physician  sid)mits  gracefully  if  he  wishes  to 
remain  on  the  staff.  The  contracting  physi- 
cian has  confidence  in  the  resident.  Some- 
times he  has  so  much  confidence  that  he  may 
not  enter  the  operating  room,  or  he  may 
leave  soon  after  the  operation  starts,  leaving 
the  rest  to  the  resident.  The  resident  dictates 
the  findings  and  the  procedure  of  the  oper- 
ation, and  the  private  physician  signs  the 
typed  dictation  and,  thus,  becomes  the  sur- 
geon of  record. 

The  crux  of  the  problem  arises  from  the  fact 
that  the  arrangements  between  the  patient, 
the  private  physician,  and  the  resident  in  the 
hospital  remain  siih  rosa.  The  patient,  the 
most  important  person,  is  not  informed  of  the 
w’hole  story — that  is,  not  really  told  w’hat  is 
going  on  in  the  operating  room.  Of  course,  a 
patient  who  is  unconscious  during  the  oper- 
ation, cannot  know  wdiat  actually  happens  in 
the  operating  room. 

What  is  related  thus  far  is  close  to  “shadow 
surgery” — once  a heinous  offense.  Some  have 
equated  the  present  abuse  to  this  “ghost”  sur- 
gery of  old,  although  now  mitigating  circum- 
stances exist  and  the  practice  is  much  less 
reprehensible,  because  there  is  less  danger  to 
the  patient.  In  the  old  days  “ghost”  surgery 
developed  because  inexperienced  physicians 
also  sought  training  and  experience  by  this 
short  cut.  The  procedure  was  for  a physician 
to  contract  wfith  a patient  to  perform  a surgi- 
cal procedure.  He  would  engage  a surgeon, 
often  a capable  one,  to  assist  him  or  do  the 
procedure.  This  w’as  done  without  informing 
the  patient.  The  helping  surgeon  w'ould  re- 
main in  the  shadow;  the  original  physician 
seeking  training  would  be  the  physician  of 
record  and  collect  the  fee.  The  original  physi- 
cian gained  knowledge,  training,  and  experi- 
ence; in  time  he  often  even  became  a good 


surgeon.  Here,  too,  these  jjrivate  [irolessional 
arrangements  strained  and  distorted  the 
truth.  I'he  questions  now'  are:  Does  our 
present  most  commendable  desire  to  train  the 
house  staff  justify  stretching  the  truth  as  we 
now’  do?  ^Vhy  cannot  the  patient  be  told  the 
truth?  If  this  cannot  be  done,  then  there  is 
something  wrong  with  what  we  do. 

If  the  patient  is  not  told  all,  then  veracity  is 
lacking.  The  fact  that  the  contracted  fee  goes 
to  the  hospital,  and  not  to  the  physician  di- 
rectly, does  not  alter  the  fundamental  impro- 
priety of  such  arrangements.  The  salary  paid 
the  full  or  part-time  physician  often  relates  to 
such  fees,  directly  and  indirectly.  Nor  does 
the  need  for  the  use  of  private  cases  for  the 
residency  training  justify  such  liberties  with 
the  truth.  The  transfer  of  actual  performance 
of  the  operative  procedure  to  the  resident  has 
alw’ays  existed  wdth  “free”  ward  patients.  In 
the  past  this  occurred  to  a much  lesser  extent 
w'ith  private  patients,  and  always  there  was 
continued  direct  supervision.  It  is  the  loss  of 
the  ward  case — the  free  case — because  of  the 
widespread  insurance  coverage  that  now  pre- 
vails, and  the  advent  of  Medicare  and  Medi- 
caid, that  has  crystallized  this  problem.  These 
innovations  for  payment  of  medical  care  have 
taken  nearly  all  patients  out  of  the  free  wards 
into  the  private  category.  Medical  care  has 
been  defined  as  a right,  and  ])ractically  all 
patients  now’  can  choose  their  own  private 
physician. 

If  the  contracting  surgeon  and  the  resident 
are  both  covered  by  the  hospital  for  malprac- 
tice insurance,  the  situation  may  be  less  com- 
plex than  if  the  surgeon  has  his  ow’n  insur- 
ance. Who  is  responsible  for  the  defense  and 
for  any  award  in  the  event  of  a suit?  Does 
not  the  added  problem  of  “breach  of  con- 
tract” exist?  All  this  promises  to  make  the 
already  most  difficult  problem  of  malpractice 
worse  than  ever. 

While  we  are  wrestling  with  these  problems, 
we  really  should  also  set  the  record  straight 
about  other  hospital  financial  matters.  The 
Blue  Cross  fonmda  for  reimbursement  to  hos- 
pitals for  per  diem  care  no^v  includes  a factor 
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lor  the  number  of  full-time  physicians.  If 
these  physicians  take  care  of  j^atients  and  do 
administrative  chores  full  time,  no  one  can 
find  fault  with  such  payment  to  the  hospital. 
H owever,  tvhen  full-time  men  spend  a good 
deal  of  their  elfort  doing  research  and 
teaching  and  traveling,  attending  meetings 
and  taking  sabbaticals,  then  the  tpiestion  of 
why  the  patient  should  pay  for  all  this  in 
their  premium  structure  warrants  serious 
consideration.  All  this  is  one  reason  for  sky- 
rocketing per  diem  hospital  costs  to  the  pa- 
tient, reflected  in  ever-increasing  premium 
rates.  Should  not  the  salaries  for  j^hysicians  in 
research  only,  and  of  all  technical  personnel 
not  involved  in  jjatient  care,  as  well  as  sup- 
plies and  equipment  for  research,  Ite  covered 
by  other  means  than  the  patients’  fees?  Re- 
•search  and  training  grant  support  would 
seem  more  appropriate. 

One  should  admit  that  the  line  between  re- 
search and  service  is  not  a sharp  one  and 
wliat  is  research  today  is  service  tomorrow, 
with  great  benefits  to  the  patient,  and  there 
often  is  a transitional  period  when  they  both 
overlap.  Also,  re.search  is  a vital  stimulus  to 
lietter  patient  care.  One  might  ask  similar 
tjuestions  about  the  cost  of  teaching  and  train- 
ing proljlems.  .-Ml  of  these  activities  are  need- 
ed in  a hospital,  in  fact,  are  imperative:  but 


should  not  the  sources  for  such  endeavors  be 
stated  specifically,  openly,  and  honestly  for  all 
to  know  and  to  see?  Surely,  the  proper  book- 
keeping could  be  done  with  or  without  com- 
puters. 

If  truth  does  not  prevail  in  the  hospital,  then 
we  are  building  all  medical  care  and  hospital 
practice  on  quicksand,  in  lieu  of  a firm  and 
stable  foundation.  Both  the  ace  of  spades  and 
the  king  of  diamonds  are  good  cards;  both 
can  win,  but  they  are  not  identical.  The 
time  has  come  for  a spade  to  be  called  a 
spade  in  all  of  otir  hospital-physician-patient 
relationships;  it  is  time  that  the  facts  be  made 
ftilly  known;  it  is  time,  indeed,  that  the 
present  situation  be  corrected  by  an  appro- 
priate, permanent  solution,  which  will  be 
beneficial  to  jjatients,  physicians,  and  hospi- 
tals. We  may  be  pleasantly  surprised.  A prop- 
erly informed  and  fully  reassured  patient  may 
agree  to  having  the  resident  operate.  Who 
shall  collect  the  fee  can  also  be  resolved  in  a 
satisfactory,  ethical  manner.  To  continue  as 
we  are  is  wrong.  There  must  be  no  sultter- 
fuge.  Progress  always  makes  change  imper- 
ative. The  required  adjustments  and  changes 
must  be  made;  there  is  no  alternative.  The 
truth,  and  nothing  l)ut  the  truth,  must  pre- 
vail in  hospital  practice,  as  it  must  every- 
where else  in  medicine. 


New  President  of  NJMWA 


.Satty  Gill  Keswani,  M.D.,  of  Livingston,  has 
been  elected  Presiilent  of  the  New  Jersey 
•Medical  ^Vomen’s  .\ssociation.  She  .sjtecializes 
in  infertility  and  gynecologic  endocrinology. 
l)r.  Keswani  teas  born  in  India  and  came  to 
this  country  in  1957,  after  having  received 
Iter  medic?!  detree  from  the  Lady  Harding 
Medical  Women's  .Vssociation.  She  came 
to  .M  tirgaret  Ha  gue  Maternity  Hospital  in 
jersey  City,  where  she  com])leted  an  addi- 
tional two  years  of  residency  and  then  be- 
came a Research  Fellow  in  infertility  at  the 
stone  hospital.  Following  this  she  was  Re- 
search Fellow  in  infertility  and  gynecologic 
endocrinology  at  Xetv  [ersey  .Medical  College 


and  is  now'  director  of  reproductive  physiology 
at  the  Newark  Cfity  Hospital. 

Dr.  Keswani  is  in  jjrivate  practice  in  Living- 
ston and  has  served  in  various  capacities  in 
the  New'  Jersey  Medical  'Women’s  Associa- 
tion. 

Other  recently  elected  officers  are  Rita  R. 
Newman,  M.D.,  President-Elect;  Bernardine 
Drew’niany-Killeen,  1st  \fice-President;  Bar- 
bara M.  Salomone,  M.D.,  2nd  \’ice  President; 
.Marie  R.  Badaracco-Apolito,  Treasurer;  Anna 
M.  Seebode,  M.D.,  Recording  .Secretary;  and 
Coralyn  Flacl,  M.D.,  Corresponding  Secretary. 
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Address  of  Retiring  President* 

William  J.  D'Elia,  M.D. 

One  year  ago  you  conferred  upon  me  the 
honor  and  the  responsibilities  of  the  Pres- 
idency of  The  Medical  Society  of  New  Jersey. 
It  is  a great  privilege  to  be  President  of  this 
illustrious  Society,  and  I thank  you  for  that 
privilege  and  for  the  opportunity  to  serve 
during  the  ])ast  year.  I realized  there  was 
much  to  be  accomplished;  this  is  a fast  chang- 
ing world,  particularly  in  the  delivery  of 
health  care  and  the  practice  of  medicine.  One 
year  does  not  afford  ample  time  to  accom- 
plish much,  or  initiate  particular  projects 
and  guide  them  to  their  final  execution.  Even 
though  the  new  President  is  immediately 
caught  up  in  the  whirl  of  activities  and 
maintains  a crowded  pace,  the  year  flies  by  all 
too  swiftly.  But  there  are  benefits  to  the  sys- 
tem, regular  turnover  allows  for  fresh  leader- 
ship, new  ideas,  additional  input  and,  cer- 
tainly, continued  progress. 

I have  had  the  opportunity,  as  you  know,  to 
meet  with  many  members  in  my  travels 
throughout  the  State.  I have  learned  much 
about  this  State,  but  most  important,  I have 
learned  about  our  Society,  our  members, 
their  ever-increasing  concerns,  their  devo- 
tions, and  their  dedication  to  the  delivery  ol 
metlical  care. 

The  concerns  are  many  and  revohe  around 
such  problems  as  the  specter  of  increasing 
bureaucracy,  the  trials,  tribulations,  and  frus- 
trations of  dealing  with  government  and  its 
fiscal  intermediaries,  and  the  cree])ing  en- 
croachment in  the  private  practice  of  medi- 
cine. 1 hey  also  embrace  the  development  of 
the  foundation  concept  for  medical  care,  con- 
tinuing physician  education,  legislation,  pro- 
fessional liability,  national  health  insurance, 
relationship  of  the  hospital  boards  and  the 
medical  staffs,  communications  generally,  and 
many,  many  more. 


We  have  debated  these  issues  on  many  occa- 
sions, and  have  had  repeated  meetings  with 
various  governmental  rejmesentatives.  We 
have  attemjjted  to  study  and  analyze  the 
problems.  We  have  negotiated,  particularly 
with  the  State  Medicaid  staffs,  and  1 feel  that 
some  ]>rogress  has  been  made.  There  is  much 
to  be  done,  there  are  many  avenues  of  a|> 
proach. 

Last  year  we  initiated  the  development  of  a 
New  Jersey  Fouiulation  for  Health  Caie  Eval 
nation.  Our  members  have  expressed  consider- 
able interest;  jnogress  to  date  has  been  excep- 
tionally good.  We  have  an  industrious  steer- 
ing committee  whose  members  represent  each 
county,  and  the  input  has  been  most  encour- 
aging. Physicians  are  concerned  about  the 
(juality  of  medical  care,  the  cost,  the  controls 
through  such  technics  as  utilizations  and  peer 
review,  claims  review,  and  so  forth.  This  is 
one  step  in  our  answer  to  the  questions  con- 
cerned with  the  health  care  critics  in  this 
country.  There  is  much  more  to  be  done,  we 
have  much  to  learn  and  understand.  PSRO  as 
embodied  in  Public  Law  4^92603,  formerly 
known  as  HR  q^l,  is  now  the  law  of  the  land. 
However,  it  offers  the  professions  the  best 
opportunity  to  rise  to  the  challenges  of  lead- 
ership and  to  demonstrate  it  can  bring  about 
a balance  between  (juality  and  cost  in  our 
own  health  systems.  The  Medical  Society  of 
New  Jersey  has  been  working  on  j^eer  review 
for  years;  guidelines  have  been  developed 
and  jjresented. 

Continuing  medical  education  was  brought 
to  a focus  in  a resolution  that  |)recii)iiated 
much  debate  in  the  House  last  iSIay.  I he 
responsibility  for  comjjetency  of  our  members 
is  ours;  it  is  imjjerative  that  we  take  the  lead 
in  this  field.  The  Medical  Society  is  cognizant 
of  the  trends  being  established  both  in  the 

»l)clivcrctl  before  ilie  1973  House  of  Delegates,  MSN|. 
second  session  May  13,  1973,  .\tlantic  City. 
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voluntary  and  legislative  fields.  Physicians 
must  appreciate  the  necessity  of  participation 
in  approved  jjrograms  of  continuing  medical 
education  and  make  every  effort  to  under- 
stand the  requirements.  Only  by  this  action 
can  we  demonstrate  our  leadership.  Educa- 
tion mandated  by  legislation  is  not  the  an- 
.swer  and  leaves  much  to  be  desired.  'In  this 
respect  one  notes,  in  the  preliminary  report  of 
the  President’s  Commission  on  Medical  Mal- 
practice, one  of  the  recommendations  called 
for  a revision  of  state  licensure  laws  to  re- 
quire periodic  re-registration  of  physicians, 
dentists,  nurses,  and  other  health  care  profe.s- 
sionals,  based  upon  proof  of  regular  ap- 
proved continuing  medical  education.  It  also 
suggested  periodic  clinical  re-evalnation  and 
re-certification  of  physicians  who  are  certified 
by  a national  specialty  board. 

The  problem  of  medical  malpractice  contin- 
ues to  present  with  greater  frequency.  Physi- 
cians are  seriously  disturbed  by  this  problem, 
the  cost  of  professional  liability  continues  to 
increase,  as  the  quality  of  care  continues  to 
improve.  Our  loss  control  program,  now  in  its 
Hth  year,  has  contributed  much.  In  New  Jer- 
sey there  has  been  no  dramatic  increase  in 
the  number  of  claims  or  suits  in  recent  years. 
However,  the  average  settlement  value  for 
cases  of  liability  has  increased,  just  as  it  has 
in  automobile  or  other  categories  of  liability 
insurance.  The  Medical  Society  of  New  Jer- 
sey’s program  has  basically  followed  its 
present  format  since  1959.  It  represents  a 
coordinated  effort  at  the  State  and  county 
levels  for  providing  proper  and  adequate  in- 
surance coverage  at  premiums  realistic  to  the 
risk,  along  with  participation  of  the  Medical 
Society  and  in  determination  of  the  medical 
liability  claims  and  suits.  The  involvement  of 
only  well-cjualified  companies  and  specializa- 
tion of  their  staff  in  professional  liability  in- 
vestigation, plus  the  use  of  only  the  most 
(jiialified  legal  counsel  has  led  to  a program 
which  today  insures  over  90  j)er  cent  of  our 
members  in  active  practice.  I strongly  recom- 
mend that  you  read  the  current  reports  of  the 
President’s  Commission  on  Medical  Malprac- 
tice. 


In  an  attempt  to  develop  and  improve  lines 
of  communication  and  liaison,  we  have  had 
important  and  constructive  meetings  with  al- 
lied health  care  professionals  and  State  rep- 
resentatives. We  have  emphasized  our  interest 
and  the  fact  that  we  should  have  a voice  in 
all  matters  pertaining  to  the  delivery  of  medi- 
cal care,  the  agencies  concerned  with  insur- 
ance, public  health  and  health  education, 
medical  education,  legislation,  and  hospital 
functions,  with  particular  attention  to  the  ad- 
ministration and  medical  staff  coordinations. 
We  met  with  officers  of  the  New  Jersey  Hos- 
pital Association  and  many  items  of  common 
concern  were  evaluated.  There  is  no  alterna- 
tive except  full  cooperation  down  the  line  it 
w'e  are  to  continue  to  deliver  the  best  medical 
care  possible. 

In  legislative  activity  our  Council  on  Legisla- 
tion regularly  studies  and  evaluates  each  new 
bill  having  medical  interest  and  recommends 
appropriate  action  by  the  Society.  However, 
all  of  us  are  involved.  Contacts  on  the  local 
level  must  be  developed  and  reinforced,  most 
effective  action  is  by  direct  contact;  all  physi- 
cians are  encouraged  to  build  lines  of  com- 
munication. 

In  a recent  study  of  the  public’s  opinion  of 
credibility  by  occupation  conducted  by  two 
University  of  Connecticut  professors,  physi- 
cians headed  the  list  and  politicians  and  used 
car  salesmen  were  at  the  bottom.  ^Ve  have  the 
public  confidence,  and  we  should  utilize  it  to 
the  fullest  extent  in  all  endeavors.  \Ve  have  a 
responsibility  in  all  aspects  of  health  care  and 
must  become  leaders  of  community  affairs, 
such  as  drug  control,  alcoholism,  housing, 
ecology,  poverty,  communicable  diseases  and 
so  forth.  At  State  level  we  are  meeting  with 
all  of  the  leaders  of  the  various  professional 
organizations  representing  the  providers  of 
health  care  services  to  develop  closer  lines  of 
communications,  to  develop  understanding  of 
each  others’  pioblems  and  to  provide  leader- 
ship. There  is  a great  need  for  unity,  unity  of 
purpose,  strength,  and  number  in  support  of 
the  practitioners  in  each  allied  health  pro- 
gram today.  Essential  to  a smooth  operation 
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and  coordination  is  adec|nate  comniunication. 
The  Society  has  thoroughly  studied  and  in- 
vestigated most  of  the  issues  with  the  expend- 
iture of  much  time  and  expense.  All  com- 
ponent societies  are  regularly  informed  of  all 
of  the  activities  of  our  many  councils  and 
committees,  and  particularly  the  actions  of 
the  Board  of  Trustees.  Reports  are  submitted 
to  The  Journal j the  Newsletter,  and  by  direct 
correspondence.  It  is  our  responsibility  to  dis- 
seminate information,  however,  it  is  the  re- 
sponsibility of  those  to  whom  it  is  addressed 
to  read  and  digest  the  reports  and  to  take 
indicated  action.  We  have  initiated  a dia- 
logue with  the  representatives  of  the  major 
wire  services,  radio,  television,  and  newspa- 
pers, to  develop  ongoing  projects  and  under- 
standing. 

Membership  in  the  Medical  Society  is  slowly 
increasing,  however,  there  are  357,000  physi- 
cians in  this  country,  of  this  number  224,000 
are  members  of  county  and  state  societies, 
133,000  do  not  belong.  Every  physician,  every 
component  society  should  contact  these  physi- 
cians, arrange  meetings,  and  sessions.  ^V'^e 
have  much  to  offer;  only  a united  profession 
devoted  to  medicine’s  high  ideals  can  meet 
the  abo\e  concerns  head-on.  Our  .Society 
is  becoming  more  and  more  responsive  to  the 
needs  of  the  members.  I anticipate  closer  co- 
operation and  communication,  more  intimate 


understanding  of  each  other’s  prol)lems  and 
concerns,  easy  access  to  assistance  in  all  re- 
spects. The  Medical  Society  of  Xew  Jersey  is 
a ready  source  of  guidance  and  information 
to  its  members  relative  to  all  matters  of  its 
])rofessional  concern.  You  must  remember 
that  membership  in  the  .Society  provides  a 
form  for  the  expression  of  concepts  de- 
veloped by  individual  members  and  imple- 
mentation of  the  same.  The  Society,  8,000 
strong,  can  present  a persuasive  force  in  med- 
ical affairs.  It  is,  furthermore,  totally  physi- 
cian-controlled and  managed.  If  ever  we  need 
each  other,  the  time  is  now. 

I urge  you  to  take  an  active  part  and  if  you 
seek  office,  council,  or  committee  appoint- 
ment, accept  with  an  understanding  of  the 
tremendous  responsibility,  sacrifices,  and 
effort  demanded  of  you. 

I sincerely  enjoyed  this  past  year,  the  experi- 
ences and  the  associations  that  I have  had 
with  the  physicians  of  New  Jersey.  I have 
been  repeatedly  impressed  with  the  amount 
of  time,  work,  and  devotion  extended  by  the 
members  of  our  committees  and  the  officers, 
at  great  personal  sacrifice,  and  the  devoted 
efficiency  of  the  staff.  Your  cooperation  and 
assistance  -ivere  gratefidly  received  and  were 
deeply  appreciated. 


Trustees'  Minutes 

April  15,  1973 

A regular  meeting  of  the  Board  of  Trustees 
was  held  on  April  15,  1973,  at  the  Executive 
Office  in  Trenton.  Detailed  minutes  are  on 
fde  with  the  secretary  of  your  county  medical 
society.  A summary  of  the  significant  actions 
follows; 

Ralph  K.  Hollinshed,  M.D.  . . . Observed  a 
moment  of  silent  prayer  in  tribute  to  the 
memory  of  Dr.  Ralph  K.  Hollinshed,  151st 


President  of  MSNJ,  who  died  on  March  27, 
1973. 

. . . Adopted  the  following  memorial  resolu- 
tion and  authorized  a contribution  to  the 
Medical  Student  Loan  Fund  in  Dr.  Hollin- 
shed’s  memory. 

R.M.PH  KING  HOLLINSHED,  M l). 
(1884-1973) 

Whereas,  after  a long  and  distinguished  life  as  gifted 
physician  and  exemplary  humanitarian,  Ralph  King 
Hollinshed,  M.D.,  our  esteemed  and  beloved  colleague, 
has  been  called  to  his  eternal  reward;  and 

Whereas,  as  former  secretary  and  past  president  of 
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the  Gloucester  County  Medical  Society,  member  and 
fonner  President  of  The  Medical  Society  of  New  Jer- 
sey, and  member  of  the  American  Medical  Association 
and  of  the  American  College  of  Physicians,  Doctor 
Hollinshed  was  a life-long  worker  for  the  advancement 
of  organized  medicine  and  the  elevation  of  its  ideals; 
and 

Whereas,  by  his  gentle,  compassionate,  and  expert 
services  as  an  outstanding  physician.  Doctor  Hollinshed 
proved  himself  as  one  who  loved  his  fellowmen  and 
was  in  consequence  by  them  beloved;  now  therefore 
be  it 

RESOLVED,  that  The  Medical  Society  of  New  Jersey, 
honoring  Ralph  King  Hollinshed  in  death  as  in  life, 
records  its  profound  grief  at  his  passing;  and  be  it 
further 

RESOLVED,  that  a copy  of  this  resolution  be  spread 
upon  the  minutes  of  this  meeting  and  that  another 
copy,  suitably  prepared,  be  presented  to  his  bereaved 
family  in  token  of  heartfelt  sympathy. 

CMDNJ  Stiidoits  at  MSNJ  Annual  Meeting 
. . . Directed  that  invitations  be  sent  to  the 
presidents  of  the  local  SAMA  chapters  of  the 
two  New  Jersey  medical  schools  inviting  two 
students  from  each  school  to  attend  MSNJ’s 
annual  meeting  as  guest  observers,  with  ex- 
penses, up  to  $150  per  student,  paid  by 
MSNJ. 

Commission  on  Blood  Banking  . . . Directed 
that  Harry  B.  Lockhead,  M.D.,  MSNJ’s  liaison 
representative  with  the  New  Jersey  Blood 
Bank  Association,  be  authorized  to  attend  an 
open  hearing  of  the  Commission  on  Blood 
Banking  as  MSNJ  official  representative. 

Note:  Hearing  is  scheduled  for  May  25  in  Newark,  and 
Dr.  Matthew  E.  Boylan  will  also  attend. 

Council  on  Legislation  . . . Approved,  as 
amended,  the  report  of  the  April  12th  meet- 
ing of  the  Council  on  Legislation,  including 
the  contained  recommendations: 

Current  State  Legislation 

S-2078  —To  remove  exclusion  of  agricultural  pursuits 
from  requirements  for  posting  State  child 
labor  abstracts;  to  limit  farm  employment  of 
14  and  15  year  old  children  to  periods  not 
interfering  with  school  and  health;  to  pro- 
hibit farm  employment  of  12  and  13  year 
old  children;  to  prohibit  employment  of 
minors,  ages  14  and  15,  near  power  driven 
machinery  and  to  set  maximum  hours  of 
farm  work  for  children  as  8 hours.  AP- 
PROVED 

S-2101  —To  provide  for  supervision  of  projects  for 
prevention  of  blindness  by  the  Commission 
for  the  Blind  and  to  provide  that  funds 
shall  be  made  available  on  a project  basis  for 


programs  conducted  by  the  Department  of 
Health  and  organized  health  services  groups. 
NO  ACTION 

S-2109  —To  include  central  services  facilities  operated 
by,  rather  than  serving,  institutions  within 
definition  of  "health  care  facility”  in  the 
Health  Care  Facilities  Planning  Act.  AP- 
PROVED 

S-2121  —To  provide  that  with  regard  to  an  abortion  or 
the  performance  of  a sterilization  procedure, 
written  consent  must  be  obtained  from  the 
spouse,  in  the  case  of  a married  minor,  or 
from  the  parent  or  legal  guardian  in  the 
case  of  an  unmarried  minor.  TABLED 

S-2122  —To  provide  that  the  act  concerning  the  prac- 
tice of  medicine  and  surgery  shall  not  apply 
to  the  performance  of  any  act  at  the  direc- 
tion and  supervision  of  licensed  physician 
by  a person  working  under  a job  description 
approved  by  the  Board  of  Medical  Examin- 
ers and  possessing  qualification  established 
by  the  Board.  APPROVED 

S-2129  —To  provide  that  no  debris  shall  be  placed 
into  any  stream,  upon  any  stream  bank  or 
into  the  Atlantic  Ocean  or  any  of  its  bays 
or  kills  and  to  provide  penalties.  APPROVED 

S-2135  —To  provide  that  any  hospital  with  an  ac- 
credited coronary  care  unit  may  apply  to  the 
State  Department  of  Health  for  approval  to 
conduct  a pilot  program  in  emergency  mo- 
bile intensive  care  procedures  and  rescue  acts 
in  cooperation  with  voluntary  health  agen- 
cies and  to  appropriate  §200,000.  APPROVED 

S-2148  —To  establish  a Health  Maintenance  Organi- 
zations Act,  to  provide  alternatives  for  health 
care  delivery,  to  provide  for  establishment 
and  certification  of  health  maintenance  or- 
ganizations and  to  establish  the  duties  and 
responsibilities  of  the  Commissioners  of 
Health  and  Insurance  in  supervising  these 
organizations.  APPROVED 

S-2158  —To  revise  the  statutory  law  with  respect  to 
consent  by  minors  to  performance  of  hos- 
pital, medical  or  surgical  procedures  or  treat- 
ment. TABLED 

S-2194  — To  require  the  State  Department  of  Health 
to  test  all  newborn  infants  for  phenylketonu- 
ria. ACTION  DEFERRED,  pending  further 
information  from  the  New  Jersey  Chapter  of 
the  .American  Academy  of  Pediatrics. 

Note:  The  position  indicated  on  S-2194  is  as  amended 
by  the  Board.  The  Council  had  recommended  “disap- 
proved” because  all  children  are  not  susceptible  to 
the  malady,  and  also  because  the  present  testing  pro- 
cedure is  not  precise  or  dependable  and  would  present 
greater  hazard  for  more  children  than  would  the 
limited  incidence  of  phenylketonuria. 

S-2200  —To  proviile  that  fetal  weight  of  500  or  more 
grams  shall  require  a death  certificate  and 
a burial  or  removal  permit  if  the  gestational 
age  is  questionable.  APPROVED 

S-2201  —To  provide  that  the  Department  of  Health 
shall  prepare  lists  of  family  planning  clinics 
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in  the  State  together  with  birth  control  in- 
formation pamphlets  for  distribution  by 
marriage  licensing  officers.  APPROVED 

S-2213  —To  provide  that  no  person  shall  be  required 
to  perform  or  assist  in  an  abortion  or  sterili- 
zation and  no  hospital  or  other  health  care 
facility  shall  be  required  to  provide  such 
services  or  procedures.  APPROVED 

S-2214  —To  define  and  include  ‘‘abortion  service  fa- 
cility” under  the  law  concerning  licensing 
and  regulation  of  health  care  facilities.  AP- 
PROVED 

S-2226  —To  establish  in  the  Department  of  Health 
a program  for  the  identification,  eradication, 
and  treatment  of  Beta  Hemolytic  Strepto- 
coccus infection.  APPROVED 

S-2230  —To  require  health  care  facilities  in  collabora- 
tion with  the  municipal  disaster  control  di- 
rector and  local  fire  officials  to  formulate  fire 
and  disaster  operation  plans  and  to  con- 
duct drills  at  least  monthly  at  irregular  in- 
tervals. APPROVED 

SCR-2022— To  memorialize  the  Congress  of  the  United 
States  to  amend  the  Constitution  of  the 
United  States  to  effectuate  protection  of  un- 
born humans.  NO  ACTION 

A-2091  —To  provide  that  information  in  the  central 
registry  of  the  Bureau  of  Children’s  Serv- 
ices shall  be  made  available  to  social  case- 
workers, probation  officers,  and  members  of 
law  enforcement  agencies  determined  to  have 
a professional  interest  in  the  control  of  child 
abuse.  APPROVED 

A-2201  —To  provide  that  a person  who  shall  destroy 
an  animal  except  by  a method  of  euthanasia 
generally  accepted  by  the  veterinary  medi- 
cal profession  shall  be  guilty  of  a misde- 
meanor. APPROVED 

A-2240  —To  provide  that  any  hospital  having  an  ac- 
credited coronary  care  unit  may  apply  to  the 
Department  of  Health  for  approval  to  conduct 
a pilot  program  in  emergency  mobile  inten- 
sive care  procedures  and  rescue  acts  in  coop- 
eration with  voluntary  health  agencies  and 
to  appropriate  $200,000.  APPROVED 

A-2241  —To  create  a State  Board  of  Acupuncture  in 
the  Division  of  Consumer  Affairs  to  regulate 
the  practice  of  acupuncture  and  to  require 
licensing.  DISAPPROVED,  WITH  ACTIVE 
OPPOSITION  IF  THE  BILL  MOVES,  be- 
cause this  bill  would  license  individuals  to 
practice  acupuncture,  even  though  the  sci- 
entific validity  of  acupuncture  has  not  been 
satisfactorily  established.  Moreover,  it  would 
jeopardize  the  health  and  welfare  of  the 
public  by  failing  to  require  that  licensed 
acupuncturists  meet  all  the  qualifications 
imposed  by  the  State  upon  individuals  who 
practice  medicine,  since  obviously  acupunc- 
ture would  fall  under  the  definition  of  medi- 
cal practice  as  set  forth  in  R.S.  45:9-1  et  seq. 

Note:  The  position  indicated  on  A-2241  is  as  amended 

by  the  Board.  The  Council  had  recommended  "dis- 
approved.” 


A-2256  —To  provide  that  boards  of  education  shall 
identify  children  between  the  ages  of  4 and 
21,  in  place  of  5 and  20,  in  public  schools 
who  cannot  be  properly  accommodated 
through  school  facilities  usually  provided 
because  of  handicaps.  APPROVED 

A-2269  —To  provide  that  no  licensed  chiropractor, 
not  registered  to  use  physiotherapy  modali- 
ties, shall  use  such  modalities.  APPROVED 

A-2276  —To  provide  that  no  hospital  or  clinic  shall 
be  required  to  provide  facilities  or  services 
for  the  performance  of  an  abortion  other 
than  for  an  emergency  case.  APPROVED 

A-2277  —To  require  the  certification  of  diagnostic  in- 
formation for  the  use  of  the  county  court  at 
final  hearings  on  commitment  of  patients  in 
mental  hospitals  where  continued  care  and 
treatment  beyond  a 20-day  temporary  com- 
mitment is  recommended.  APPROVED 

A-2291  —To  delete  the  word  “willfully”  in  R.S.  9:6-1 
concerning  the  abandonment,  abuse,  cruelty 
and  neglect  of  children.  APPROVED 

A-2294  —To  authorize  the  Department  of  Health  to 
establish  programs  of  rehabilitation  for  drug 
dependent  persons,  to  provide  facilities  and 
to  provide  for  licensing  operators  of  such 
facilities.  DISAPPROVED,  because  the  legis- 
lation is  unnecessary  in  view  of  the  fact  that 
the  requested  authority  already  inheres  in 
the  Department  of  Health  and  is  being 
exercised  through  the  Department’s  Division 
of  Drug  Abuse  Control. 

A-2315  —To  require  the  Board  of  Pharmacy  to  com- 
pile a list  of  the  100  most  used  prescription 
drugs  and  to  require  drugstores  to  post  the 
prices  for  such  drugs.  APPROVED 

A-2317  —To  provide  that  the  failure  of  a doctor, 
dentist  or  other  person  in  licensed  medical 
practice  to  disclose  to  a patient  the  cost  of 
services  paid  to  laboratories  for  tests  shall 
be  a misdemeanor.  APPROVED 

A-2321  —To  establish  the  “New  Jersey  Poison  Preven- 
tion Packaging  Act”  authorizing  the  Com- 
missioner of  Health  to  regulate  the  packag- 
ing of  household  substances  dangerous  to  the 
health  of  children.  APPROVED 

A-2322  —To  provide  the  Commissioner  of  Health  the 
powers  to  regulate  the  labeling  of  hazard- 
ous substances  and  of  hazardous  toys;  to  pro- 
vide the  Commissioner  power  to  remove 
from  commerce  hazardous  substances  and 
toys  that  are  inadequately  labeled  or  mis- 
branded. APPROVED 

A-2327  —To  require  continuing  education  for  reg- 
istered optometrists  in  order  to  qualify  for 
renewal  certificates.  NO  ACTION 

A-2329  —To  provide  that  hospital  patients  shall  be 
entitled  to  receive,  upon  request,  a free  copy 
of  the  total  bill  for  services  rendered.  AP- 
PROVED 

A-2349  —To  require  that  a child  may  be  placed  for 
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adoption  through  a person,  firm,  corpora- 
tion, association  or  agency  approved  by  law 
and  not  by  the  parent.  APPROVED 

A-2361  —To  require  drivers  of  and  passengers  in 
motor  vehicles  equipped  with  seat  belts  to 
properly  utilize  such  restraints  and  to  per- 
mit the  Director  of  Motor  Vehicles  to  grant 
exemptions.  DISAPPROVED,  becatise  it  is 
discriminatory  and  unfair  and  would  impose 
upon  the  public  at  large  restrictions  which 
have  not  yet  been  imposed  on  vehicles  of 
public  transportation. 

Note:  The  position  indicated  on  A-2361  is  as  amended 
by  the  Board.  The  Council  had  recommended  “Ap- 
proved.” 

A-2365  —To  provide  that  any  child  who  is  alflicted 
with  the  disease  of  sickle  cell  anemia  shall 
be  eligible  for  the  care  and  treatment  pro- 
vided for  crippled  children.  APPROVED' 

To  be  rioted  and  filed. 

ACR-2036— To  create  a commission  to  study  the  pro- 
cedures for  licensing  persons  engaged  in  the 
medical,  dental  and  nursing  professions,  the 
shortage  of  adecpiate  numbers  of  health  care 
personnel  and  to  consider  the  need  for  re- 
testing. 

ACR-2045— To  create  a commission  to  study  the  need 
for  and  the  cost  of  facilities  to  accommodate 
convicted  narcotic  users  and  pushers  and  to 
review  the  narcotics  law  and  recommend 
changes. 

Liaison  Representative  from  Mental  Health 
to  Legislation  Conncils  . . . Approved  a rec- 
ommendation from  the  Council  on  Mental 
Health  that  the  Board  of  Trustee.s  grant  jrer- 
mission  to  the  Council  on  Mental  Health  to 
appoint  a liaison  repre.sentative  from  that 
Council  to  attend  meetings  of  the  Council  on 
Legislation. 

Note:  Dr.  Arnold  Kallen  has  Itcen  named  liaison  rep- 
resentative. 

Psychiatrist  as  Commissioner  of  Department 
of  Institutions  and  Agencies  . . . Disapproved 
a recommendation  from  the  Council  on  Men- 
tal Health  that  if  and  when  a vacancy  occurs 
in  the  Commissionership  of  the  Department 
of  Institutions  and  Agencies,  the  Governor  be 
petiticrned  to  appoint  a psychiatrist,  because 
it  is  inconsistent  with  the  1970  House  of  Del- 
egates’ action  which  urges  the  development 
of  a separate  department  of  mental  health 
with  a board-certified  psychiatrist  as  a com- 
missioner. 

Finance  and  Budget  Committee  . . . Ap- 
proved the  report  of  the  Committee  on  Fi- 


nance and  Budget,  whicli  will  be  included  in 
the  Transactions  Issue  of  The  Journal  (Jtdy) 
and  is  not  preprinted  here,  and,  with  the  ex- 
ception of  ipl , the  following  recommendn- 
tions: 

1.  That  the  Board  of  Trustees  reconsider  its  action 
concerning  a higher  per  capita  registration  fee  for  the 
Annual  Meeting  (designated  at  $,')  by  November  19, 
1972  action  of  the  Board)  . 

2.  That  the  1974  assessment  again  include  a .S3.50  and 
$2.50  per  capita  assessment  designated  for  each  mem- 
ber’s Journal  subscription  rate  and  Annual  Meeting 
registration  fee,  and  that  the  full  amounts  realized  as 
of  May  31  be  applied  in  1974,  as  well  as  in  1973,  and 
that  the  Committee  on  Finance  and  Budget  be  called 
upon  to  review  these  allocations  annually. 

3.  That  the  Committee  on  Finance  and  Budget  be 
supplied  a list  of  those  given  complimentary  tickets 
to  the  1973  Annual  Dinner-Dance,  and  that  no  action 
be  taken  at  this  time  on  the  recommendation  to 
charge  expenses  of  complimentary  dinner-dance  tickets 
to  the  President’s  or  Board  of  Trustees’  accounts,  as 
originally  submitted  by  the  Standing  Committee  on 
Annual  Meeting. 

4.  That  the  Board  of  Trustees  approve  the  employ- 
ment of  Mr.  Martin  FI.  Johnson  and  Mr.  Joseph  C. 
Lucci  as  Executive  Assistants. 

5.  That  the  Executive,  general  staff.  Journal,  and  Con- 
vention Manager  salaries  and  salary  taxes  set  forth  in 
the  budget  be  approved. 

6.  4hat  the  Board  of  Frustees  refer  to  the  Executive 
Committee  for  determination  of  the  method  to  be  used 
to  reimburse  Presidential  Officers. 

7.  That  the  Board  of  Trustees  review  its  policy,  cur- 
rently in  effect,  of  sending  alf  alternate  clelegates  to 
AMA  meetings,  and  that,  if  that  policy  is  to  be  con- 
tinued, alternate  delegates  be  given  first  preference  in 
the  process  of  nominating  and  electing  AM.\  delegates. 

The  Board  voted  to  reaffirm  the  exi.sting  poli- 
cy of  authorizing  the  attendance  of  all  dele- 
gates and  alternate  delegates  to  ,\M.\  Annual 
and  Clinical  Conventions. 

8.  That  the  Board  of  Frustees  authorize  that  the  sum 
of  $23,000.00'  be  paid  to  the  Academy  of  Medicine  in 
May  1973  rather  than  the  full  S35.000.00  originally 
made  available  under  the  1972-73  budget. 

9.  That  up  to  $20,000.00  be  included  in  the  budget 
of  the  Committee  on  Medical  Etlucation  for  1973-74 
for  post-graduate  educational  programs  and  activities, 
and  that  the  Committee,  with  the  concurrence  of  the 
Board  of  Trustees,  be  empowered  to  expend  up  to 
this  amount  in  the  course  of  the  administrative  year, 
on  the  basis  of  need  reflected  in  the  1973-74  fiscal  re- 
port to  be  submitted  to  the  Committee  on  Finance 
and  Budget  by  the  .iendemy  of  .Medicine.  (Italics  in- 
dicate amendment  by  the  Board  of  Frustees.) 

10.  That  the  1974  per  capita  assessment  be  set  at  S90; 
that  the  indicated  transfer  from  surplus  he  made 
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($23,112.67);  tliat  ot  tlie  .$90  piT  capita  assessiiiciit, 
$3.50  and  $2.50  be  designateil  respcttively  for  the 
member's  Journal  subscription  and  Annual  Meeting 
registration;  and  that  the  full  amounts  realized  as  of 
May  31,  be  applied  in  1974  as  well  as  in  1973. 

11.  That  no  change  (in  minimum  General  Fund  bal- 
ance) he  made  at  this  time;  that  the  Committee  on 
Finance  and  Rudget  he  empowered  to  review  the  Gen- 
eral Fund  balance  in  the  .Spring  of  1974  with  possible 
consideration  of  raising  the  limit  to  $200,000  from  the 
current  minimum  of  $150,000. 

12.  That  an  assessment  he  set  at  $20  per  capita  for 
the  alliliate  and  associate  member. 

13.  That  the  Board  of  Trustees  approve  a special  per 
capita  assessment  of  ten  dollars  (.$10)  to  serve  as  a 
one-time  grant  to  the  New  Jersey  Foundation  for 
Health  Care  Evaluation;  that  this  special  per  capita 
assessment  he  set  in  addition  to,  and  not  as  part  of, 
the  budgetary  assessment;  and  that  both  be  paid  at 
the  saijie  time. 

Nonii)iati()ns  to  State  Board  of  Medical  Ex- 
aminers . . . Directed,  in  coniormity  uith  the 
provisions  ot  the  Medical  Practice  Act,  that 
the  lollowing  list  of  names  be  stibmitted  to 
the  Governor  as  nominees  to  fill  vacancies  on 
the  Board  of  Medical  Examiners,  with  the 
incitmbents  listed  first  as  the  preferred  nomi- 
nees and  the  others  in  aljihabetical  order: 

Term  cxl)irhi"  April  2J,  1973 
Anthony  J.  Balsamo,  M.D.,  Bayonne 
John  J.  Crosby,  Jr.,  M.D.,  Jersey  City 
Uilliam  Greifinger,  M.D.,  Belleville 

Term  expiring  May  19,  1973 
Thomas  C.  DeCccio,  M.D.,  Cliffside  Bark 
Richard  B.  Berlin,  M.D.,  Englewood 
Robert  E.  Verdon,  M.D.,  Cliffside  Park 

Term  expiring  May  19,  1973 
Rudolph  T.  DePersia,  M.D.,  Woodbury 
David  Eckstein,  M.D.,  Trenton 
John  R.  ^Volgamot,  M.D.,  Moorestown 

Decision  on  Chiropractic  in  Bergen  County 
. . . Directed  that  all  legal  expenses,  if  any, 
from  the  litigation  in  an  alleged  anti-trust  vio- 
lation (Bergen  County  Medical  Society  is 
being  sued  by  the  chiropractors  for  excluding 
them  from  the  Fairlawn  Jaycee’s  Health 
Fair)  be  borne  by  MSN}  rather  than  by  the 
Bergen  County  Medical  Society  and  that  all 
component  societies  be  made  aware  of  this 
action. 

Conmess  on  Medical  Ethics  . . . Authorized 

O 

the  attendance  (with  expenses  paid)  of  Al- 
bert F.  Moriconi,  M.D.,  at  the  AM.A^  spon- 
sored National  Congress  on  Medical  Ethics, 
to  be  held  April  26  to  28  in  \Vashington,  D.C. 


Stanley  S.  Bergen,  Jr,,  M.D. 

President,  CMDNJ 

The  Growing  Dental  School 

In  recent  years,  the  dental  profession  has  un- 
dergone considerable  growth  and  change  in 
response  to  increasing  demands  for  better  and 
more  readily  accessible  dental  care. 

The  College  of  Medicine  and  Dentistry  of 
New  Jersey — New  Jersey  Dental  .School — has 
responded  to  the  trends  in  dentistry  with  sig- 
nificant advances  in  the  past  three  years  un- 
der the  leadership  of  Dean  Ian  C.  Bennett, 
D.D.S. 

At  present,  the  dental  school  is  capable  of 
graduating  64  dentists  a year.  After  it  is  relo- 
cated to  the  College’s  new  facility  in  Newark 
(a  move  which  is  scheduled  to  begin  in  July, 
1974),  the  school  is  committed  to  doubling 
the  size  of  its  classes. 

\ conscious  effort  is  also  being  made  to  re- 
cruit students  from  specific  groups  including 
racial  minorities  and  women.  A recent  grant 
from  the  Robert  Wood  Johnson  Foundation, 
providing  funds  for  scholarships  and  loans 
for  qualified  minority  students,  has  allowed 
great  strides  in  this  area.  The  New  Jersey 
Dental  Careers  Consortium,  which  began  to 
take  shape  this  year  at  the  dental  school  (in 
cooperation  with  the  College  of  Dentistry  of 
Fairleigh  Dickinson  University  under  a Na- 
tional Urban  Coalition  grant) , will  provide 
the  means  for  attracting  qualified  students  to 
dental  careers. 

Final  goal  of  these  recruitment  efforts  is  to 
return  qualified  professionals  to  the  inner 
city  areas. 

The  dental  school  faculty  has  also  grown  in 
the  past  three  years,  expanding  from  112  in 
1969  to  160  in  1973.  The  greatest  advance  has 
been  the  proportion  of  full-time  faculty.  In 
1969,  there  were  only  fourteen  full-time  fac- 
ulty members  at  the  dental  school;  at  present, 
there  are  62. 
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The  dental  school  faculty  has  been  drawn 
from  a nationwide  pool  possessing  a great 
variety  of  talents.  The  breadth  of  experience 
is  demonstrated  in  the  number  of  faculty 
members  with  double  degrees  and  education 
beyond  their  dental  degrees. 

Consistent  with  changes  both  in  dental  prac- 
tice and  dental  education,  the  New  Jersey 
Dental  School  has  adopted  a number  of  new 
jiolicies  and  programs  in  the  past  three  years. 
In  July,  1971,  the  New  Jersey  Dental  School 
became  one  of  the  first  in  the  nation  to  adopt 
a three-year  calendar,  four  academic-year  cur- 
riculum. To  accomplish  this,  the  school  func- 
tions also  during  the  summer.  The  new  pro- 
gram maintains  the  quality  and  quantity  of 
education  offered,  while  allowing  the  student 
to  be  graduated  a year  earlier. 

The  three-year  curriculum  brought  with  it 
the  expected  difficulty  of  accelerating  stu- 
dents who  began  on  a four-year  program,  but 
because  of  the  over-all  advantages  of  the  pro- 
gram, the  dental  school  administration  was 
able  to  convince  the  New  Jersey  State  Dental 
Board  to  schedule  special  examinations  for 
the  students  who  had  to  be  graduated  at  mid- 
year. The  final  transitional  class  will  be  grad- 
uated on  September  1,  1973.  The  students 
themselves  have  expressed  less  dissatisfaction 
than  expected  with  the  change-over,  since 
they  have  felt  that  the  opportunity  to  begin 
their  dental  careers  early  more  than  com- 
pensated for  odd  graduation  times. 

The  modern  trend  toward  group  dental  prac- 
tice contrasted  with  private  solo  practice  has 
precipitated  two  new  programs  at  the  dental 
school. 

TEAM — Training  in  Expanded  Auxiliary 
Management — a project  funded  by  an  HEW 
grant  and  supervised  by  .Allan  Schneiderman, 


D.D.S.,  M.P.H.,  will  train  dental  students  to 
supervise  larger  numbers  of  auxiliaries  and  to 
plan  office  facilities  to  allow  for  increased 
personnel.  A new  clinical  pilot  program  is 
also  aimed  at  developing  an  example  model 
of  the  concept  of  group  practice,  allowing 
students  to  work  as  a group,  rather  than  as 
individuals. 

The  dental  school  has  also  placed  a greater 
emphasis  on  its  relationship  with  the  commu- 
nities it  serves  by  establishing  the  Office  of 
Community  Affairs,  directed  by  Robert 
Thompson,  D.D.S.,  M.P.H.  The  new  office 
was  founded  in  the  effort  to  separate  the 
school’s  community  outreach  efforts  from  the 
educational  function  of  the  department  of 
community  dentistry,  allowing  Dr.  Thompson 
to  devote  full  time  to  state  and  local  pro- 
grams. 

In  March,  1973,  the  dental  school  accepted  its 
first  class  in  a new  dental  assisting  program. 
The  program  was  established  both  to  fill  the 
ever-increasing  demands  for  well-trained  den- 
tal auxiliaries,  and  to  create  opportunities  of 
employment  for  young  men  and  women 
throughout  New  Jersey. 

This  column  marks  the  conclusion  of  the  first 
twelve  months  of  j^ublication  of  “Medical 
College  Notes”  in  The  Journal  of  The  Medi- 
cal Society  of  New  Jersey.  Both  personally 
and  for  the  members  of  the  College  faculty 
and  staff  who  have  shared  in  the  writing  and 
editing  of  this  column,  I thank  the  Society 
and  the  editors  of  The  Journal  whose  pa- 
tience and  assistance  has  made  the  prepara- 
tion of  this  column  enjoyable.  Hopefully,  by 
the  use  of  this  vehicle,  we  have  kept  the 
membership  and  others  informed  of  some  as- 
pects of  the  development,  educational,  re- 
search, and  ser\  ice  activities  of  the  College 
and  well  continue  to  do  so  in  the  future. 
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PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 


1965.  Board  eligil)le.  Group  or  partnership.  Availa- 
ble July  1973. 

PSYCHIATRY— Bohdan  Cehelyk,  M.D.,  1217  Medary 
Avenue,  Philadelphia,  Pennsylvania  19141.  Hahne- 
mann 1970.  Group,  partnership,  or  salaried  position 
with  opportunity  for  private  practice.  .Available 
July  1974. 


The  following  physicians  have  written 
to  the  Executive  Office  of  MSXJ  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  A'ew  Jersey.  The 
information  listed  below  has  been  sup- 
plied by  the  physician.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 


SURGERY — Edgar  T.  Victoria,  M.D.,  1420  Arch  Street, 
Norristown,  Pennsylvania  19401.  Manila  C^entral  Gni- 
versity  1966.  Group,  association,  full  lime  hospital. 
Available  July  1973. 

P.  L.  Puri,  M.D.,  1011  New  Hope  Street,  .Apt.  20A, 
Norristown,  Pennsylvania  19401.  New  Delhi  1964. 
Board  eligible.  Group  or  Partnership,  with  or  with- 
out general  practice. 


GENERAL  PRACTICE— Paul  V.  Beals,  M.D.,  Box  528, 
APO,  New  York  09009.  Temple  1969.  Partnership, 
group,  solo.  Available  February  1974. 

INTERNAL  MEDICINE— T.  N.  Paul,  M.D.,  2900  South 
Lincoln  Avenue,  North  Riverside,  Illinois  60546.  Cal- 
cutta 1954.  Board  eligible.  Subspecialty,  endocrin- 
ology. Group,  solo,  or  hospital.  Available. 

Jae  Young  Lee,  M.D.,  3405-1  IS  5\’ayne  Avenue, 
Bronx,  New  Y'ork  10467.  Pusan  (Korea)  1968.  Board 
eligible.  Hospital,  solo,  or  group.  Available  July  1973. 

M.I.A.  Malik,  M.D.,  226  Lincoln  Avenue,  .Apt.  17, 
Newark  07104.  King  Edward  (India)  1962.  Board 
eligible.  Subspecialty,  pulmonary  disease.  Group, 
partnership,  or  associate.  Available  Augrist  1973. 

NEUROLOGY — Bruce  D.  Snyder,  M.D.,  106  ^V^  Mont- 
gomery .Avenue,  .Ardmore,  Pennsylvania  19003.  Johns 
Hopkins  1968.  Board  eligible.  Group,  academic,  or 
solo. 

OBSTETRICS-GYNECOLOGY— Thomas  C.  Tsai,  M.D., 
3990  Bronx  Boulevard,  Apt.  6D,  Bronx,  New  York 
10466.  Taipei  (Formosa)  1967.  Board  eligible. 
Group  or  partnership.  Available  July  1973. 

5Vu-Hsiung  A'ang,  M.D.,  40  East  Sidney  Avenue,  Apt. 
lOL,  Mount  Y'ernon,  New  York  10550.  Taipei  (For- 
mosa) 1966.  Board  eligible.  Group  or  solo.  Available 
July  1973. 

.Allan  Zarkin,  M.D.,  566  First  .Avenue,  New  A'ork 
10016.  Chicago  1963.  Board  eligible.  Partnership. 
Available. 

ORTHOPEDICS — Kraisorn  Punjasthitkul,  M.D.,  30  Tuers 
Avenue,  Jersey  City  07306.  Faculty  of  Medicine  (Thai- 
land) 1965.  Solo  or  partnership.  Available  July  1973. 

OTOLARYNGOLOGY— Stefan  A.  Jucincki,  M.D.,  20 
Cedar  Street,  Taunton,  Massachusetts  02780.  War- 
saw (Poland)  1959.  Board  certified.  Group  or  asso- 
ciation. Available  June  1973. 

PATHOLOGY — Saramma  John,  M.D.,  83-83  118th  Street, 
Apt.  3H,  New  York  11415.  Trivandrum  (India) 
1964.  Board  certified.  Hospital  or  group.  .Available 
July  1973. 

PEDIATRICS— Chang  T.  Lin,  M.D.,  783  Remsen  Ave- 
nue, Brooklyn,  New  York  11236.  Kaohsiung  (Tai- 
wan) 1966.  Board  eligible.  Group.  Available. 

Rohit  K.  Shah,  M.D.,  225  St.  Paul’s  Avenue,  Apt. 
16E,  Jersey  City  07306.  B.  J.  Medical  College  (India) 


l.un-Hwa  Yeh,  M.D.,  350  5Vest  51st  Street,  .Apt.  6G, 
New  York  10019.  Taipei  (Formosa)  1966.  Board 
eligible.  Institution,  group,  partnership  or  solo. 
Available  July  1973. 


Communicable  Diseases  in 
New  Jersey 


The  following  communicable 

di.seases 

were 

reported  to  the  Division  of  Laboratories  and 

Epidemiology  during  April  1973 

.Aseptic  meningitis  

1973 

April 

23 

1972 

.April 

4 

Primary  encephalitis  

0 

3 

Hepatitis:  Total  

187 

275 

Infectious  

155 

221 

Serum 

32 

54 

Malaria:  Total  

0 

2 

Military  

0 

1 

Civilian  

0 

1 

Meningococcal  meningitis  

6 

0 

Mumps  

472 

104 

German  measles  

924 

289 

Measles  

60 

61 

Salmonella  

60 

62 

Shigella  

47 

13 

Food  Poisoning  and  Typhoid  Fever 
Associated  with  Visit  to  Acapulco 

In  midwinter,  a group  from  four  New  Jersey 

counties  traveled  to  Acapulco, 

Mexico. 

Nine 

members  of  the  tour  became  ill  tvith  gastroen- 
teritis and  some  were  treated  with  antibiotics. 
Several  members  remained  ill  and  returned 
home  with  symptoms. 


Soon  after  returning  home,  one  member  was 
hospitalized  with  suspicion  of  typhoid  fever. 
Almost  simultaneously  a tour  member  from 
another  county  was  hospitalized  with  suspi- 
cion of  typhoid.  Stool  cultures  were  undertak- 
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en  on  all  members  of  the  tour.  Shigella 
flexneri  was  isolated  from  stools  of  three  and 
Salmonella  scflcnberg  was  isolated  from  two 
others.  Both  hospitalized  patients  yielded  Sal- 
inonella  typhi  in  blood  culture.  The  shigella 
and  typhoid  patients  were  treated  with  anti- 
biotics. 

The  Salmonella  typhi  from  these  patients  was 
not  the  “epidemic”  strain  from  Mexico.  How- 
ever, about  two  weeks  later,  a New  Jersey 
traveler  in  Mexico,  who  had  been  to  Acapul- 
co among  other  places,  was  found  to  be  ill 
with  typhoid  and  yielded  the  “epidemic” 
strain.  This  strain  is  resistant  to  chloramphen- 
icol, and  ampicillin  is  considered  the  treat- 
ment of  choice  in  typhoid  contracted  in  Mex- 
ico. 

Sanitary  conditions  in  Mexico  are  not  always 
satisfactory,  and  care  must  be  taken  in  eating 
food  and  in  drinking  water  in  all  facilities. 


Medical  School's  Clinical  Role 

The  President  of  the  College  of  Medicine 
and  Dentistry  of  New  Jersey  has  sent  to  the 
President  of  The  Medical  Society  of  New  Jer- 
sey the  following  clarification  of  his  remarks 
before  the  Society’s  Board  of  Trustees  on 
February  18,  1973: 

“On  page  314  of  the  April  1973  issue  of  The 
Journal  I have  been  quoted  as  stating  that 
the  new  teaching  hospital  for  the  Rutgers 
Medical  School  is  intended  as  a referral  hos- 
pital to  accommodate  patients  for  the  entire 
State.  This  cpiote  is  entirely  accurate;  howev- 
er, immediately  following  that,  it  is  stated 
that  walk-in  admissions  and  routine  surgical 
procedures  will  not  be  provided.  It  is  impor- 
tant to  clarify  this  statement,  since  I would 
not  wish  the  public  to  get  the  impression  that 
our  hosjiital  would  not  accept  emergency 
cases  nor  did  I wish  the  State’s  physicians  to 
feel  that  no  routine  surgery  wall  be  per- 
formed at  that  institution.  While  it  is  certain- 
ly our  intent  to  develop  this  hospital  as  a 
tertiary  care  facility  for  the  more  sophisti- 


cated, costly,  and  rare  surgical  procedure,  I 
could  not  assure  you  or  any  member  of  the 
Society  that  no  routine  surgery  will  take 
place.  The  perception  in  the  minds  of  many 
citizens  would  lead  to  severe  skepticism,  if  the 
impression  were  left  that  we  would  be  oblivi- 
ous to  citizen  emergency  needs  and/or  strict- 
ly limit  our  surgical  activities  to  the  more 
complicated  and  esoteric  procedure. 

“It  is  not  the  intent  of  the  College  of  Medi- 
cine and  Dentistry  of  New  Jersey  to  compete 
with  existing  community  hospital  facilities 
but  rather  to  work  cooperatively  with  them 
to  provide  the  proper  blend  of  services  to  all 
our  citizens.  We  believe  that  the  medical 
school  can  play  a unique  role  in  this  endeav- 
or by  providing  services  that  in  many  cases 
are  now  available  to  our  citizens  only 
through  out-of-state  resources.  This  approach 
is  not  only  economically  sound  but  education- 
ally valid  for  it  will  give  our  students  ex- 
posure to  the  community  hospital  facility  but 
as  part  of  their  educational  process. 

“Thank  you  for  your  continued  interest  in 
our  developmental  endeavors.” 

(signed— Stanley  S.  Bergen,  ]r.  M.D.) 


Pharmaceutical  News  Letter 

This  column  is  provided  by  the  New  Jersey  Re- 
gional Pharmaceutic  and  Therapeutic  Drug  Informa- 
tion Center,  through  The  Valley  Hospital,  Ridgewood, 
New  Jersey,  and  Brookdale  Inter-Regional  Pharma- 
ceutic and  Therapeutic  Drug  Information  Center  at 
Brooklyn  College  of  Pharmacy  of  Long  Island  I ni- 
versity. 

The  Drug  Information  Center  provides,  at  no  charge 
to  the  inquirer,  therapeutic  and  pharmaceutic  in- 
formation not  readily  available  to  medical  practi- 
tioners. 

The  Drug  Information  Center  is  open  Monday 
through  Friday,  8:30  a.m.  to  5 p.m.,  and  can  be 
reached  by  calling  (201)  44.5-4900  Ext.  304  (\’alley 
Hospital)  or  (212)  622-8989  (Brookdale  Center)  or 
writing  to  either  Center. 

Deaths  Involving  Propoxyphene.  Stumer,  W. 
(I.,  et  al. 

]~AMA,  223:1125 

A retrosf)ective  study  is  here  offered  of  41 
deaths  involving  propoxyphene  HCl  (Dar- 
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von®)  over  a two-year  period.  It  alerts  tlie 
physicians  to  the  potential  deleterious  effects 
of  indiscriminate  use  and  abuse  o£  pro- 
poxyphene. Patients  should  be  warned  not  to 
drink  alcoholic  beverages  when  taking  the 
drug.  Physicians  should  use  extreme  caution 
when  prescribing  to  those  in  the  younger  age 
group. 

Hypertonic  Saline  in  Management  of  Intrac- 
table Pain.  Hitchcock,  E.,  et.  al. 

The  Lancet,  1:310  (Feb  10)  1973 

One  hundred  and  eight  patients  with  intrac- 
table pain  from  malignant  disease  or  benign 
conditions  were  given  intrathecal  saline  (10-15 
per  cent) . Three  months  later  over  50  per  cent 
of  cancer  patients  were  still  experiencing 
pain  relief  as  judged  by  their  need  for  mild 
analgesics  only  or  none  at  all.  Muscle  weak- 
ness (3  per  cent)  and  spincter  disorders  (8 
per  cent)  were  the  most  important  complica- 
tions. 

Retinoic  Acid  in  the  Treatment  of  Psoriasis. 
MacDonald,  A.,  et  al. 

Br  J Derm,  86:524  (Nov  24)  1972 

Retinoic  acid  ointment*  plus  betamethasone 
17-valerate  ointment  (Valisone®)  was  objec- 
tively assessed  as  significantly  superior  to  pla- 
cebo plus  betamethasone  17-valerate  oint- 
ment in  the  treatment  of  33  patients  with 
psoriasis.  The  mode  of  action  of  retinoic  acid 
in  psoriasis  is  discussed. 

The  Value  of  Bisacodyl  Tannex  (Clysodrast) 
in  the  Radiological  Examination  of  the 
Colon.  Diner,  W.  C.,  et  al. 

Radiology,  104:49  (July)  1972 

Approximately  130  patients  were  evaluated 
in  a double-blind  study  to  determine  the 
effect  of  bisacodyl  tannex  (Clysodrast®)  used 
in  barium  enema  mixtures  for  examination 
of  the  colon.  Those  who  received  Clysodrast® 
showed  a statistically  significant  improvement 
over  the  control  group  in  the  degree  of  emp- 
tying of  the  colon  and  the  quality  of  postevac- 
uation films.  No  significant  side  effects  were 
experienced.  The  drug  is  recommended. 


Single  Oral-Dose  Treatment  of  Gonorrhea 
with  Cephalexiti-Probetiecid.  Landes,  R.  R., 
et  al. 

Clinical  Med,  (June)  1972 

A single  dose  of  5 Cm  of  cephalexin 
(Keflex®)  with  probenecid  2 Gm  (Bene- 
mid®)  resulted  in  a 96  per  cent  cure  rate  in 
50  women  and  103  men  infected  with  gonor- 
rhea. .Side  effects  were  negligible,  and  no  al- 
lergic reaction  occurred  in  13  jiatients  who 
had  a history  of  penicillin  allergy. 

Treatment  of  Trichomonal  Vaginitis  with  a 
Single  Oral  Dose  of  Metronidazole.  \Vood- 
cocl,  K.  R. 

Brit  J Verier  Dis,  48:65  (1972) 

No  significant  difference  in  recurrence  rate 
was  found  for  2 groups  (203  patients)  of 
women  treated  with  metronidazole  (Flagyl®) 
for  vaginal  trichomoniasis.  One  group  re- 
ceived a 2 Gm  single  oral  dose  and  the  other 
group  received  200  mg  TID  for  7 days.  The 
single  oral  dose  of  2 Gm  was  an  acceptable 
treatment  for  vaginal  trichomoniasis. 

Bupivacaine  HCl  (Marcaine®-\Vinthrop) 
This  is  a new  local  anesthetic.  It  is  indicated 
for  peripheral  nerve  block,  infiltration,  sym- 
pathetic block,  caudal,  or  epidural  block  It 
is  available  in  3 concentrations,  both  without 
and  with  epinephrine  1 to  200,000. 

Its  major  advantage  over  other  local  anes- 
thetics is  its  prolonged  duration  of  effec- 
tiveness. Anesthesia  may  last  several  hours, 
and  is  more  prolonged  with  the  addition  of 
epinejthrine. 

.Side  effects  are  characteristic  of  those  asso- 
ciated with  other  amidetype  local  anesthetics. 
Excessive  plasma  levels  may  lead  to  central 
nervous  system  effects  such  as  excitation  or 
depression.  Cardiovascular  and  allergic 
manifestations  are  also  possible. 

Bupivacaine  is  not  recommended  for  use  in 
children  under  12  years  of  age. 

•Retinoic  add  is  available  as  a solution  by  Johnson  & 
Johnson  (Retin-A®)  and  McNeil  Laboratories  (.\be- 
rel®) . 
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Remarks  to  Our  Golden 
Merit  Members* 

It  is  my  great  jirivilege,  as  President  ot  The 
Medical  Society  of  New  Jersey,  to  officiate  at 
this,  the  seventeenth  annual  bestowal  of  the 
Golden  Merit  Award. 

Established  in  1957,  the  Golden  Merit  Award 
is  an  expression  of  The  Medical  Society  of 
New  Jersey’s  pride  in,  and  affectionate  regard 
for,  those  of  its  members  who  have  completed 
half  a hundred  years  as  doctors  of  medicine. 
In  bestowing  this  award  The  Medical  Society 
of  New  Jersey  honors  itself  by  identifying 
with  those  distinguished  men  and  women  who 
have  given  a lifetime  of  devoted  service  to  the 
people  of  New  Jersey. 

I'oday  the  award  is  being  conferred  upon 
fifty-five  of  our  members — not  all  of  whom  are 
jiresent — and  the  sum  of  their  years  of  service 
reaches  the  magnificent  total  of  2,750  years! 

It  is  doubtful  if  any  generation  of  physicians 
has  ever  lived  in,  and  been  a vital  part  of,  a 
time  more  crowded  with  advances  and  discov- 
eries of  outstanding  importance  to  men  and 
women  everywhere.  In  every  field  of  medical 
science  and  art  the  last  fifty  years  have  been 
years  of  miraculous  accomplishments.  Never 
before  have  the  frontiers  of  scientific  knowl- 
edge been  so  rapidly  and  richly  expanded. 
Never  before  have  the  methods  of  care  and 
treatment  been  so  ingeniously  and  extensively 
increased.  Never  before  has  mankind  enjoyed 
such  prodigies  of  all-embracing  skills  and  ser- 
vices. It  has  been  the  fortunate  lot  of  men  and 
women  of  medicine  of  the  generation  of  those 
whom  we  honor  today  to  be  the  bringers  of 
help,  the  givers  of  hope,  and  the  bestowers  of 
improved  health  to  their  fellowmen. 

We  are  all  in  their  debt  because  they  are 
unquestionably  the  benefactors  of  us  all.  They 
have  doidjly  dowered  us,  by  the  fine  service 
they  rendered  and  by  the  splendid  example  of 
their  lives. 

*Delivered  by  President  William  J.  D'Elia,  May  13, 
1973,  Atlantic  City,  to  the  1973  rcci])iems  of  MSNJ’s 
Golden  Merit  Awards. 


We  are  aware  that  today  medicine  as  a profes- 
sion faces  many  challenges  and  difficulties. 
But  when  has  it  not?  Through  accepting  and 
besting  challenges,  medicine  has  consistently 
progressed  in  overcoming  disease  and  defer- 
ring death.  What  we  of  medicine  need  today 
is  the  vision  to  see  what  must  be  done  and  the 
courage  to  do  it.  For  inspiration  we  have  no 
farther  to  look  than  to  those  we  honor  here 
today.  In  their  spirit  we  have  been  bred;  to 
that  spirit  let  us  forever  be  true! 

With  full  and  grateful  hearts  we  hail  you 
today,  beloved  colleagues.  In  token  of  our 
homage  and  gratefulness  we  present  to  you 
the  Golden  Merit  Award  of  The  Medical  So- 
ciety of  New  Jersey  as  an  accolade  of  merit 
for  the  long  and  distinguished  services  which 
you  have  rendered  to  your  fellowmen.  In  ac- 
knowledging your  sacrifice,  we  want  also  to 
give  formal  recognition  to  the  sacrifices  of 
your  spouses  and  families  who,  because  of 
your  gifts  of  heart  and  mind,  shared  you  so 
generously  with  the  people  to  whom  you  min- 
istered. 

You  have  enriched  the  world  by  your  life  of 
sert'ice,  and  in  the  process  you  have  enriched 
yourselves  through  the  wealth  of  lo\e  and 
respect  which  you  have  deservedly  amassed. 
May  the  remaining  years  of  life  be  abundant- 
ly sweet  to  you,  anti  may  you  enjoy  that  sweet- 
ness for  many  traiupiil,  happy  years! 


Sign  the  Death  Certifieate 

New  Jersey  law  requires  you  to  sign  a 
death  certificate  within  24  hours  after 
you  pronounce  the  patient  dead.  The 
undertaker  cannot  obtain  the  proper 
burial  permission  until  this  death  cer- 
tificate is  signed.  This  is  the  last  service 
you  can  render  the  patient,  and  you 
have  an  inescapable  moral,  as  well  as 
legal,  responsibility  here.  Don’t  have  the 
mortician  trailing  you  all  over  the  coun- 
ty pleading  with  you  to  sign. 
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OBITUARIES 

Dr.  Luciano  E.  DeMarco 

Luciano  DeMarco,  M.D.,  died  on  March  26, 
1973,  at  the  age  of  61.  Most  of  his  professional 
career  was  in  Newark,  hut  some  years  ago  he 
had  moved  to  Toms  River.  However,  he 
maintained  his  membership  in  the  Essex 
County  Medical  Society  and  was  active  on  the 
stalls  of  both  St.  Michael’s  and  St.  James’ 
Hospitals  in  Newark.  He  was  also  on  the 
surgical  staff  at  the  Toms  River  Community 
Hospital.  Dr.  DeMarco  was  a 1939  graduate 
of  the  Medical  School  at  St.  Louis  Elniversity. 
He  was  a Fellow  of  the  American  College  of 
Surgeons. 

Dr.  Leo  Fischer 

Word  has  just  come  from  Acapulco,  Mexico, 
of  the  death  there  on  February  27,  1973,  of 
Leo  Fischer,  M.D.  He  was  chief  of  orthopedic 
surgery  at  St.  Francis  Hospital  and  attending 
in  orthopedics  at  the  Medical  Center  in  Jer- 
sey City,  and  a Fellow  of  the  American  Col- 
lege of  Surgeons.  He  was  a graduate  (class  of 
1939)  of  the  Medical  School  at  the  University 
of  Cincinnati.  Dr.  Fischer  was  a Lieutenant 
Colonel  in  the  Army  of  the  United  States 
during  \Vorld  War  11,  serving  in  the  Pacific 
theater.  He  was  58  years  old  at  the  time  of  his 
death. 

Dr.  Charles  Gandek 

.A,  viral  pneumonia  took  the  life  of  Charles 
Gandek,  M.D.,  on  April  29,  1973.  A graduate 
of  Creighton,  class  of  1945,  he  was  only  56 
years  old  at  the  time  of  his  death.  He  was  a 
member  and  Past-President  of  the  Middlesex 
County  Medical  Society.  He  was  a family 
doctor  in  Edison  and  was  interested  in  sports 
and  industrial  medicine.  Dr.  Gandek  was 
Medical  Director  for  the  New  Jersey  Turn- 
pike Authority,  Executive  Medical  Consul- 
tant for  Revlon  Corporation,  and  school 
physician  for  Edison  Township.  His  wife  was 
the  1972-1973  President  of  the  Woman’s 
Auxiliary  to  The  Medical  Society  of  New 
Jersey.  He  was  on  the  staff  of  St.  Peter’s, 


Middlesex  General,  and  Rehabilitation  Hos- 
pitals in  New  Brunswick. 

Dr.  Anna  L.  Levy 

At  the  age  of  75,  .Anna  L.  Levy,  M.D.,  a well 
known  pediatrician,  died  on  March  25,  1973. 
She  had  been  graduated  in  1922  at  the  Medi- 
cal School  of  the  University  of  Pennsylvania 
and  was  on  the  staff  at  Babies’  Hospitaf  in 
Newark.  Dr.  Levy  was  active  in  the  organiza- 
tional affairs  of  the  .American  Medical  Wom- 
en’s .Association. 

Dr.  Jordan  H.  Nemet 

On  .April  3,  1973,  at  the  untimely  age  of  39, 
Jordan  H.  Nemet,  M.D.,  died.  He  was  a grad- 
uate of  the  Medical  School  at  Zurich  (class  of 
1966)  and  was  an  internist,  an  attending  at 
both  St.  Barnabas  Medical  Center  in  Living- 
ston and  the  Memorial  Hospital  in  Orange. 
He  was  a member  of  our  Essex  County  Medi- 
cal Society. 

Dr.  Clymont  MacArthur 

Suddenly,  on  April  7,  1973,  death  came  to 
Clymont  MacArthur,  M.D.,  a well-known  Es- 
sex County  surgeon.  Born  in  1894,  he  was  79 
years  old  at  the  time  of  his  death.  Dr.  Mac- 
.Arthur  earned  his  M.D.  degree  at  the  Medical 
School  of  New  York  University  in  1921.  For 
many  years,  he  was  on  the  senior  staff  at 
Newark’s  Presbyterian  Hospital.  He  was  a 
member  of  our  Essex  County  Medical  Society. 

Dr.  John  J.  Quinn 

John  J.  Quinn,  M.D.,  a member  of  our  Hud- 
son County  Medical  Society,  died  on  .April 
15,  1973.  He  was  a retired  general  surgeon 
and  a Fellow  of  the  .American  College  of 
Surgeons.  Dr.  Quinn  had  been  attending  in 
surgery  at  the  Christ  Hospital  in  Jersey  City. 
He  was  a Bellevue  graduate,  class  of  1926, 
and  was  70  years  old  at  the  time  of  his  death. 

Dr.  Leon  J.  Schwartz 

Leon  J.  Schwartz,  M.D.,  retired  from  active 
practice  in  October  1972.  ^Vord  has  just  come 
that  he  had  died  on  February  3,  1973  at  the 
age  of  66.  His  M.D.  degree  came  from  the 
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University  of  Arkansas  in  1935.  He  was  an 
eye,  ear,  nose,  and  throat  consultant,  who  was 
a Fellow  of  the  International  College  of  Sur- 
geons. Dr.  Schwartz  had  been  chief  of 
otolaryngology  at  the  South  Bergen  Hospital 
in  Hasbrouck  Heights  and  at  St.  Mary’s  Hos- 
pital in  Passaic.  He  was  a member  of  our 
Bergen  County  Medical  Society. 

Dr.  William  T.  Snagg 

The  Director  of  Medical  Education  at  The 
Cooper  Hospital  in  Camden,  William  T.  Snagg, 
M.D.,  died  on  April  23,  1973,  at  the  age  of  62. 
He  was  a 1937  graduate  of  Tenijile  University 
Medical  School  and,  during  World  War  II, 
w'as  a Lieutenant  Commander  in  the  U.S. 
Navy.  He  w'as  a member  of  our  Camden 
County  Medical  Society  and  Vice-Chairman  of 
our  State  Society  Committee  on  Medical  Edu- 
cation. He  W'as  an  internist  who  practiced  in 
Camden  for  23  years. 

Dr,  Charles  A,  Speer 

A member  of  our  Union  County  Medical  So- 
ciety, Charles  A.  Speer,  M.D.,  died  on  April 


17,  1973.  Born  in  19H,  he  was  an  alumnus  ot 
New  York  University,  class  of  1940.  Dr.  Speer 
W’as  an  obstetrician  and  gynecologist,  who  was 
senior  attending  in  his  specialty  at  the 
Muhlenberg  Hospital  in  Plainfield.  He  w’as  a 
member  of  the  New  Jersey  Obstetrical  and 
Gynecological  Society  and  a Fellow  of  the 
American  College  of  Obstetrics  and  Gynecol- 
‘jgy- 

Dr.  William  A.  Weiss 

A board-certified  anesthesiologist,  4Vblliam  A. 
Weiss,  M.D.,  died  on  March  22,  1973,  at  the 
age  of  61.  He  was  a 1938  Jefferson  graduate 
who  had  practiced  for  some  years  in  Philadel- 
phia, ^vhere  he  had  been  anesthesiologist  at 
the  Pennsylvania  Hospital,  at  Hahnemann 
Hospital,  and  at  the  Wills  Eye  Hospital.  Af- 
ter moving  to  New  Jersey  a few  years  ago.  Dr. 
Weiss  became  attending  anesthesiologist  at 
the  Toms  River  Community  Hospital.  He 
W'as  also  on  the  staff  of  the  Jersey  Shore  Med- 
ical Center  in  Neptune.  He  was  a member  of 
the  Monmouth  County  Medical  Society. 


INFORMATION  FOR  READERS  AND  CONTRIBUTORS 


The  Journal,  the  official  organ  of  The  Medical 
Society  of  New  Jersey,  is  published  monthly 
under  the  direction  of  the  Committee  on  Pub- 
lication. The  Journal  is  released  the  first  week 
of  the  month,  and  a copy  is  sent  to  each  mem- 
ber of  the  Society. 

Change  of  Address:  Notice  of  change  of  address 
should  be  sent  promptly  to  The  Medical  Society 
of  New  Jersey,  P.O.  Bo.k  904,  Trenton,  New  Jer- 
sey, 08605. 

Communications:  Members  are  invited  to  sub- 
mit to  The  Journal  any  suggestions  for  the  wel- 
fare of  the  Society,  as  well  as  comments  or 
criticisms  of  material  in  The  Journal.  All  such 
communications  should  be  directed  to  the  Edi- 
torial Office  of  The  Journal.  The  Publication 
Committee  reserves  the  right  to  publish,  reject, 
edit,  or  abbreviate  all  communications  submitted. 

Contributions:  Manuscripts  submitted  to  The 
Journal  must  be  typewritten,  double-spaced  on 
letter  size  (about  8i/^  by  11  inch)  paper,  and 


forwarded  to  the  Editorial  Office  at  the  address 
below.  The  Publication  Committee  expressly  re- 
serves the  right  to  reject  any  contributions,  wheth- 
er solicited  or  not,  and  the  right  to  abbreviate  or 
edit  such  contributions  in  conformity  rvith  the 
needs  and  requirements  of  The  Journal.  Galley- 
proofs  of  edited  or  abbreviated  manuscripts  will 
be  submitted  to  authors  for  approval  before  pub- 
lication. Every  care  will  be  taken  with  the  sub- 
mitted material,  but  The  Journal  will  not  hold 
itself  responsible  for  loss  or  damage  to  manu- 
scripts. Authors  are  required  to  submit  an  origi- 
nal and  one  copy  and  are  urged  to  keep  a carbon 
for  reference.  It  is  understood  that  material  is 
submitted  here  for  exclusive  publication  in  this 
Journal. 

Illustrations:  Authors  wishing  illustrations  for 
their  articles  will  submit  glossy  prints  or  original 
drawings  from  which  cuts  can  be  made.  The  cost 
of  making  such  cuts  will  be  borne  by  the  author, 
who  may,  after  publication,  receive  the  cuts  for 
his  own  use— if  he  makes  such  a request  in  writ- 
ing to  the  Editorial  Offices. 
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Is  My  Baby  Ail  Right?  Vi  rginia  Apqar.  M.D.  and  Joan 
Beck.  New  York,  Trident  Press,  1973.  Pp.  492.  Illustrated 
($9,951 

Tliis  well-written  book  is  an  attempt  by  the  authors 
to  present  to  the  general  public  a comprehensive 
compeiuliiim  of  diseases  that  can  alllict  babies  pre- 
natally,  at  Iwith,  and  in  the  neo-natal  period.  Special 
emphasis  is  placed  on  genetics  and  resulting  birth 
defects. 

The  authors  start  out  with  chapters  on  chromosomes 
and  their  make-up,  proceed  with  conception  and  pos- 
sible gene  aberrations,  then  describe  the  developing 
fetus  with  inclusion  of  the  teratologic  effects  of  the 
enrironment  and  drugs  on  pregnancy.  The  bulk  of 
the  book  follows  with  descriptions  devoted  to  the 
multitude  of  conditions  With  which  parents  and  doctor 
may  be  faced,  especially  in  the  newborn  period.  Some 
of  the  material  is  introduced  by  short  case  histories 
thereby  revealing  the  emotional  impact  a congenital 
disease  creates  upon  the  family. 

A book  of  this  sort  has  limited  appeal  to  physicians 
dealing  with  children,  however,  I found  the  statistics 
of  probability  enlightening  and  interesting.  To  recom- 
mend the  te.vt  to  prospective  mothers  generally  would 
create  umlue  anxieties  about  resulting  pregnancies  and 
their  outcome.  The  excess  medical  terminology  alone 
is  an  impediment  to  easy  reading  (e.g.,  terms  such  as 
erythroblastosis  fetalis)  . 

Howe\er  the  material  in  the  book  is  well  intended 
and  would  serve  a useful  purpose  for  use  in  para- 
medical tireas.  It  would  be  most  ajjpropriate  for 
geneticists,  pediatric  nurses,  social  workers,  special 
educators,  and  the  like. 

TVith  thirty-two  chapters  so  well  written  in  detail 
and  interesting  manner,  one  wonders  if  a serialization 
in  Mrs.  Beck’s  syndicated  column  would  have  served 
a more  useful  purpose.  Or  taken  further  and  more 
appropriate,  if  the  information  from  each  chapter 
could  be  disseminated  by  Dr.  Apgar  as  pamphlets 
through  the  March  of  Dimes  with  whom  she  affiliates 
at  present. 

Frank  C.  Vanore,  M.D. 


Review  of  Medical  Pharmacology.  Frederick  H. 
Meyers,  M.D.,  Ernest  Jawetz,  M.D.,  and  Alan  Goldfien, 
M.D.  Los  Altos,  California,  Lange,  1972.  Pp.  688. 
Illustrated.  ($8.50) 

Medical  practitioners  are  still  being  bombarded  with 
drug  claims,  counterclaims,  FDA  drug  withdrawals  and 
reinstatements,  to  the  point  where  the  ])hysician  must 
hesitate  in  his  treatments,  review  his  knowledge  of 
basic  pharmacology  or  be  lost  in  medicolegal  litigations. 
Even  clinicians  with  years  of  experience  in  prescribing 
are  often  at  a loss  to  know  what  to  accept  and  what  to 
reject  among  the  annual  crop  of  claims  for  new  drugs 
or  drug  modifications. 

This  text  is  prepared  in  a scholarly  and  concise  manner 
to  review  and  to  teach  the  evaluation,  technics  of  use, 
and  application  of  drugs.  Further  breakdown  of  sub- 


ject matter  is  by  the  specific  system  of  the  body: 
autonomic,  cardiovascular,  central  nervous  system, 
endocrine,  metabolic,  and  chemotbcra])eutic  applica- 
tions. A chapter  on  toxicology  covers  management  of 
overdosage.  One  impressive  index  lists  drugs  which 
have  been  named  as  "ineffective”  by  tbe  FD.\. 

One  needs  the  time  and  motivation  to  sit  back,  .|uictly 
study  and  review  facts  as  presented  without  tbe  comic 
illustrations  and  variations  of  psycbcdclic  art  we  usu- 
ally see  in  our  weekly  medical  news  magazines.  T bese 
are  presented  by  the  drug  manufacturers  and  their 
advertising  agencies  to  pei-suade  us  to  use  their 
products. 

As  stated  by  tbe  author,  his  book  is  a review  and  is  not 
to  be  taken  as  encyclopedic. 

Harry  M.  I’oi>pick,  .M.D. 


Not  the  Law's  Business?  Gilbert  Geiss,  Ph.  D.,  Rock- 
ville, Maryland,  National  Institute  of  Mental  Health, 
1972.  Pp.  262  (Softback— $1.50) 

The  concept  of  the  crime  without  a victim  has  re- 
centlv  seized  the  public’s  imagination.  This  categoiw 
includes  abortion,  homosexual  behavior  between  con- 
senting adults,  narcotic  taking,  gambling,  and  prosti- 
tution. .As  implied  by  tbe  title  of  the  text,  these  are 
visualized  as  "not  the  law’s  business.’’ 

T his  \ohime  is  an  in-depth  incjiury  into  these  of- 
fenses. whv  they  have  for  so  long  been  considered 
crimes,  bow  effectivelv  laws  against  tbein  can  be  en- 
forced (not  very  effectively,  apparently)  and  wbat 
tbeir  future  is  likely  to  be.  In  this  area  are  many 
points  you  would  not  normally  think  of  and  the  vol- 
ume is  sure  to  raise  many  ejnestions  and  even  offer 
some  clean-cut  answers. 

Abraham  Leff,  M.D. 


Synopsis  of  Pathology.  W.  A.  D.  Anderson,  M.D.  and 
Thomas  M.  Scotti,  M.D.  St.  Louis,  Mosby,  1972.  Pp. 
1,076.  Illustrations  430  ($13.95) 

This  is  the  eighth  edition  of  a small  but  comprehensive 
textbook,  first  published  30  years  ago.  Of  the  25 
chapters,  the  first  is  concerned  with  “Cells  and  Their 
Behavior’’  and  the  last  with  “Nervous  Systems."  The 
first  eleven  chapters  cover  general  concepts  and  prin- 
ciples of  pathology.  Each  chapter  thereafter  deals 
with  diseases  of  the  various  organ-systems.  For  a book 
entitled  “Synopsis,”  the  coverage  is  surprisingly  com- 
plete and  includes  new  knowledge  which  has  been  ob- 
tained by  electron  microscopy  and  immunofluorescent 
technics.  The  volume  is  profnselv  illustrated  and  the 
pictures  are  well  chosen  and  nicely  reproduced.  1 he 
obvious  use  of  bigb  quality  jraper  has  made  the  latter 
possible. 

This  presentation  is  directed  to  “medical  students,  as 
well  as  resident  physicians  and  clinicians,  and  to  many 
others  in  medical  and  paramedical  fields  who  need 
basic  knowledge  of  disease  processes."  I especially 
recommend  it  to  interns  and  residents  who  are  pre- 
paring for  state  board  or  for  specialty  board  examina- 
tions. I used  the  first  edition  of  this  when  I was 
studying  for  state  boards  in  1943;  it  was  current  and 
timely  then,  and  this  newest  edition  is  also  current 
and  so  well  written  that  reading  it  is  a pleasure.  I 
recommend  the  book  to  those  mentioned  abo\e  and 
to  all  physicians  interested  in  reviewing  new  concepts 
in  anatomic  pathology. 

Hugh  F.  I.uddecke,  M.D. 
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ASSOCIATE  EDITORS 


The  Journal  would  like  to  know  the  names 
of  any  members  who  wish  to  be  considered 
as  one  of  a group  of  associate  editors  to 
work  in  cooperation  with  the  Editor-in-Chief. 
If  interested,  please  communicate  with  Daniel 
B.  Roth,  M.D.,  Chairman,  Committee  on  Pub- 
lication, MSNJ,  P.O.  Box  904,  Trenton,  New 
Jersey  08605. 


FAMILY  PHYSICIANS 

Hunterdon  Medical  Center:  Family  Physi- 
cians needed  to  staff  and  operate  innovative 
university-affiliated  satellite  Family  Practice 
Health  Center  located  in  the  picturesque  Del- 
aware Valley.  Opportunity  for  patient  care 
and  training  of  Family  Practice  Residents. 

Contact: 

Frank  C.  Snope,  M.D.,  Director  Medical  Education 
or  Mr.  William  P.  Ferretti,  Assistant  Director  at 
Hunterdon  Medical  Center 
Flemington,  New  Jersey  08822 
Call  collect  (201)  782-2121,  extension  422  or  338 


M.  D.  Research 
Pharmaceuticals 

Several  interesting  full  time  positions 
with  excellent  opportunity  for  advance- 
ment on  staff  of  leading  pharmaceutical 
company  for  research  oriented  M.D.’s 
interested  in  long  term  career  in  medi- 
cal research.  Prior  research  experience 
in  industry  or  academae  helpful  but  not 
essential.  Particularly  interested  in  in- 
dividual with  boards  or  board  eligibility 
in  fields  of  internal  medicine,  pedia- 
trics, anesthesiology,  clinical  pharma- 
cology or  public  health  from  first  line 
medical  institutions  in  U.S.,  Great  Bri- 
tain or  Canada.  Licensure  or  capability 
of  licensure  in  New  Jersey  helpful  but 
not  essential.  Base — low  $30’s  plus 
generous  fringe  package.  Location  in 
Northern  New  Jersey. 

For  details  send  copy  of  resume  or  C.  V.  to 

PACKARD  ASSOCIATES 

Box  551,  Manhasset.  N.Y  11030 


PSYCHIATRIST— Opening  in  the  Forensic 
Section,  Trenton  Psychiatric  Hospital.  Ex- 
cellent fringe  benefits.  Close  to  New 
York,  Philadelphia  and  Shore.  Salary 
$17,909  to  $30,857.,  depending  on  qual- 
ifications. ECFMG  and/or  State  license 
required.  Exemption  from  State  licen- 
sure possible.  Contact  Medical  Director, 
I.  Rudolph  Plante,  M.D. 


NEWTON  MEMORIAL  HOSPITAL 
EMERGENCY  SERVICE  PHYSICIAN 

Full  Time 

Our  148-bed  accredited,  volun- 
tary, acute  care  general  hospital 
has  an  immediate  position  avail- 
able in  our  active  Emergency 
Service  Department.  Our  hospital 
is  located  in  a scenic  year-round 
resort  area  and  is  currently  in- 
volved in  an  expansion  program. 
Salary  commensurate  with  expe- 
rience. Qualified  physicians  are 
encouraged  to  forward  resume  to: 

Administrator 
Newton  Memorial  Hospital 
175  High  Street 
Newton,  New  Jersey  07860 


500 


THE  JOURN.\L  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


CLASSIFIED  ADVERTISEMENTS 


GENERAL  SURGEON —Seeks  association  practice  op- 
portunity or  emergency  room  work  in  Central  Jersey 
shore  area.  Write  Box  No.  51,  c/o  THE  JOURNAL. 


OB-GYN— Seeks  group,  partner  or  solo  practice.  Board 
eligible.  Thomas  C.  Tsai,  M.D.,  3990  Bronx  Blvd., 
New  York,  New  York  10466.  Telephone  (212)  655-1270. 


FAMILY  PRACTITIONER  WANTED-To  share  active 
practice  re  coverage  and  expenses.  No  initial  invest- 
ment, no  Ob;  Northern  Monmouth  Couniv.  Eventual 
group  practice.  Write  Box  No.  50,  c/o  THE  JOURNAL. 


WANTED -13  physicians  seeking  Generalist,  Internist 
and  Neurologist.  Cranford  Medical  Group.  Call  (201) 
276-0665. 


WANTED— Board  qualified  Ob-gyn  to  join  two  Ob-gyn’s 
in  incorporated  practice,  suburban  New  Jersey.  Many 
fringe  benefits.  Man  desired  must  be  energetic  and 
ambitious.  Write  Box  No.  53,  c/o  THE  JOURNAL. 


PROFESSIONAL  BUILDING-Bergen  County,  Hillsdale. 
Presently  with  pediatrician,  orthodontist,  attorneys. 
One  suite  available  on  or  about  July  1,  1973.  Phone 
(201)  664-7444. 


FOR  SALE— Practice  and  individual  office  building.  Re- 
tiring orthopedic  surgeon.  8 rooms,  parking  facilities, 
ideal  for  solo  or  group  practice.  Jersey  seashore.  Avail- 
able November  1,  1973,  write  Box  No.  52,  c/o  I HE 
JOURNAL. 


FOR  SALE— Two  doctor  Medical-Dental  building:  Gen- 
eral Practice,  retiring  after  38  years.  Dentist  will  stay 
paying  $3,000  year  rent.  15  year  old  brick  building, 
33'  X 45',  6 car  parking  lot,  centrally  air-conditioned. 
First  class  residential  neighborhood.  Will  take  mort- 
gage and  small  down  payment  to  complete  deal.  Ask- 
ing price  $59,000.  Phone  (201)  373-3456. 


FOR  SALE— Office/ home,  Bergen  County,  equipped, 
centrally  air-conditioned,  15  minutes  New  York  Caty, 
5 bedroom  split  level,  5-room  office,  swimming  pool. 
Excellent  corner  for  professional  with  family.  (201) 
262-0913  or  (201)  262-2012. 


FOR  SALE— Home/office,  Teaneck.  Beautifully  main- 
tained all  brick  and  stone  split  level,  spacious  6 room 
doctor’s  suite  with  separate  entrance,  9 large  rooms,  4 
bedrooms,  3i/^  bathrooms,  central  air-conditioning,  well 
landscaped,  large  corner  plot,  20  minutes  to  downtown 
New  York  City.  Price  ,$97,000.  Call  (201)  836-1206. 


Informafion  for  Advertisers — RATES:— $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
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NEW  PROFESSIONAL  BUILDING 

OFFICE  SPACE 

Dentist  with  new  professional  building  seeking 

Martinsville  Shopping  Center 

two  or  three  medical  specialists  as  tenants 
on  a lease  (build  to  suit)  basis.  This  is  a 

Bridgewater,  N.J. 

fantastic  opportunity  to  open  in  an  area  of 
twenty  thousand  people  and  no  medical 
specialists  in  the  town.  There  are  three  large 

Adding  second  floor.  Ready  for  occu- 
pancy late  fall.  All  types  of  practitioners 

hospitals  within  an  eight  mile  radius.  The 

urgently  needed.  Will  build  to  suit. 

area  is  in  great  need  of  physicians  and  a 
lucrative  and  stimulating  practice  is  assured. 

Bridgewater  is  fastest  growing  commu- 
nity in  state. 

Contact:  David  Ulanet,  D.D.S. 

81  Pompton  Avenue 

Inquiries— Mr.  Rapps,  (201)  469-3131 

Little  Falls,  N.  J.  07424 

or  756-1313 
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Professional  Liability  Insurance  Program 


Society  Endorsed  Coverages — 

• Professional  Liability  for 

Individuals 

Partnerships  and  Professional  Corporations 
Employed  Nurses,  Technicians  or  Aides 

• Professional  Premises 

• Excess  (Umbrella)  Liability — Limits  up  to  $5  Million 


Management  of  Loss  Control  Program — 

• Claims  Peer  Review 

• Prompt  Advice  Regarding  Potential  or  Actual  Claims 

• Defense  by  Highly  Skilled  and  Experienced  Counsel 

• Investigation  by  Specialists  in  Malpractice 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Ave.,  East  Orange,  N.J.  07018 
(201 ) • 673-3060 


The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
fluff  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


PS 


Double-Blind  Study  and  Type  of  Patient; 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


yelfout  to6fer  confomt? 
Methyl  Testosterone 
Tlryreii  Eit.(t/6  fr.)  ..tOms. 
GtuUmicAcid  ........50  mg. 

Thienilne  KCt  10  mg. 

Dote:  1 tablet  3 times  daily. 

AoUles  of  100. 500. 1000. 


HICK  rOTENCY 
Each  red  tabUt  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Eit.(VYgr.)  ...30  mg. 

Glutamic  Acid ...50  mg. 

Thiamine  HCL  .10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Ooltles  Of  100. 500. 1000. 


EXTRA  HIGH  POTENCY 
Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ell.  (1  gr.)  ....64  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  ol  60.  500. 


WITH  HIGH  POTENCY 
e-COMPLEX  ANO  VITAMIN  C 
Each  uihife  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit.(V4  gr.)  ...IS  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

GlulamicAcid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacmamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  Of  60,  500. 


ContTiIndkatlens:  Android  Is  contraindicated  In  patients  with  proststie  carcTnema.  severe  cardiorenal 
disease  and  severe  persistent  hypefcaleemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  piuesme  biliary  canaiiculi  have  occurred  with  averaie  doses  el  Methyl  Testea> 
terone.  Thyroid  is  not  tu  be  used  in  heart  disease  and  hypertension. 

Warnin|S:  lar(e  dosages  may  cause  anoreiia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headachy 
diiiincss,  lethargy,  paiesthesia,  sAin  eruptions,  loss  of  libido  in  males,  dysuna,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

precautieni;  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  heaeliins:  Since  Androgens,  In  general,  tend  to  promote  retention  of  sodium  and  water,  peUentt 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  In  immobilited  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  is  hypercalcemia  is  detected. 

Rerereneai;  t.  Monieeano.  P..  and  Evanoellaia,  I.  Melhyttestosterene-thyrold  tsatment  of  setual 
Impotence.  Clin  Med  12  69.  1966.  3.  Dublin.  M.  F.  Treatment  of  impotence  with  methyltestosterone 

c .nr.  . > * “-‘hyitcstosterone-thytold  IH  treating  Impotinc*. 

./  - '.alTeg-  ■ * 

..  . . ..  I of  andrpsterone.  J Clin 

1959.  S.  FarrTs,  E.  J.,  and  Celten,  S.  W.  Effects  of  L-thyroxin 


WrHt  tor  m»rtiure  and  samples:  f BRc.y[fr|[b  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 
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The  Rx  that  says 
“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 

begins  to  work  within  30  minutes. . .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster " nor  a “hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers.* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that's  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

'Based  on  surveys  of  average  dally  prescription  costs. 


Butisol  SODIUM 

(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease;  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms:  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS  depressants, 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  hangover" 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i  d.  or  q.i.d  For  hypnosis.  50  mg.  to  100  mg.  Available  as:  Tablets.  15  mg.,  30  mg.,  50  mg..  100  mg.:  Elixir,  30  mg.  per 
5 cc.  (alcohol  7%).  BUTICAPS*  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg.,  50  mg..  100  mg 


I McNeil) 


McNeil  Laboratories,  Inc  . Fort  Washington.  Pa.  19034 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


\s  strong  as  Libriumf25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desireci  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  wlien 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 


Benefits -to-risks  ratio 
permits  higher  dosaglr®^*^^ 


iisset  in  the  higher-  dosage  ranges  iis  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  fiexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced.  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 


For  over  1 3 years, 
Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 


basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

' rX  Roche  Laboratories 
KuCHE  y Division  of  Hoffmann-La  Roche  Inc 
' Nulley,  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows; 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin 
ery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy 
lactation,  or  in  women  of  childbearing  age  require: 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 

suicidal  tendencies  may  be  present  a''  ' ' 

measures  necessary.  Variable  effects^^ 
coagulation  have  been  reported  ve® 
patients  receiving  the  drug  and  orai* 
lants;  causal  relationship  has  not  bt*< 
clinically.  ® 

Adverse  Reactions:  Drowsint^ 
confusion  may  occur,  especially  in  t 
debilitated.  These  are  reversible  in  ^ 
by  proper  dosage  adjustment,  but  ai  ig 
sionally  observed  at  the  lower  dosag^ 
few  instances  syncope  has  been  reporif 
countered  are  isolated  instances  of  si 
edema,  minor  menstrual  irregularit 
constipation,  extrapyramidal  sympt 
and  decreased  libido— all  infrequeni  0 
controlled  with  dosage  reduction;  c to 
patterns  (low-voltage  fast  activity)  i 
during  and  after  treatment;  blood  d 
eluding  agranulocytosis),  jaundice, 
dysfunction  have  been  reported  occi 
ing  periodic  blood  counts  and  liver 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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